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HE thyroid gland continues to be a subject 

of undiminished interest, as is evidenced by 

the sustained volume of literature concern- 
ing it and its diseases. Although no new achieve- 
ments of outstanding significance were recorded 
during the year 1932, it seems, at least, that the 
ground previously gained is being consolidated. 
In general, there is a convergence of opinion re- 
garding many phases of the subject, dispelling 
much of the confusion which has heretofore made 
it so difficult to understand. There is much 
greater unanimity in the matter of classification, 
and a simple nomenclature is finding wider accept- 
ance. Although conflicting claims are still made 
for various therapeutic measures, the test of time 
has permitted the elimination of much that was 
unworthy and a proper evaluation of that which 
has been retained. The lag between the litera- 
tures of the several nations, noticeable a few years 
ago, seems to have been largely equalized. From 
the clinical point of view, conditions of hypothy- 
roidism and the obscure and atypical manifesta- 
tions of hyperthyroidism have occupied attention, 
ordinary thyrotoxicosis apparently being suffi- 
ciently familiar to merit little further discussion. 
Advances have been scored in the physiology of 
the thyroid gland, especially with regard to the 
relation of the thyroid to other glands of internal 
secretion and to normal and pathological iodine 
metabolism. Surgical therapy has been accepted 
as the treatment of choice for hyperthyroidism, 
and the highly creditable results obtained consti- 
tute a brilliant achievement of the medical 
sciences. 


ANATOMY AND PHYSIOLOGY 


Several years ago Williamson and Pearse 
reported anatomical studies of the thyroid gland 
which were at variance with the accepted beliefs 
and upon which they postulated a theory of hy- 
perthyroidism. Among other things, they de- 
scribed a closed lymphatic connection between 
the thyroid and the thymus glands which ex- 
plained the thymic participation in the syndrome 
of toxic goiter. Chouke, Whitehead, and Parker 
(38) studied the lymphatic connections of the thy- 
roid gland by means of careful dissection of human 
cadavers and by injection experiments. They 
failed to disclose anything which might be inter- 
preted as a closed lymphatic system between the 
two organs. 

Zechel (207) calls attention again to a second 
type of thyroid cell, originally described by 
Langendorff as ‘‘colloid’’ cells. These cells are 
larger than the chief cells, relatively few, and 
irregularly distributed, frequently in the inter- 
follicular spaces. They are often surrounded by 
a small amount of colloid. Zechel believes they 
are concerned functionally with the formation of 
new follicles, the production of colloid, and, pos- 
sibly, the inception of follicular destruction. In 
a continuation of his studies of experimental goiter 
in rabbits, Webster (198) states that during the 
stage of hyperplasia the acini are composed almost 
entirely of “chief” cells. With involution there is 
a sudden transition to the ‘colloid’? type. He 
concludes that the 2 forms are probably the same 
cell type in different stages of functional activity. 
These same cells have been found in rabbits and 
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dogs by Nonidez (143) and Raymond (160). 
Nonidez believes they probably represent a sec- 
ond type of epithelial cells endowed with secretory 
capacity. 

The significance of lymphoid tissue in the thy- 
roid gland continues to be a disputed subject. 
Himmelberger (85) found areas of lymphatic tis- 
sue in the thyroid glands of 2.8 per cent of infants 
and in about 2 per cent of persons dying of in- 
juries or diseases not involving the thyroid gland. 
Such foci are present in practically all thyroid 
glands removed from patients with Grave’s dis- 
ease. Himmelberger concludes from these find- 
ings that the small percentage of persons whose 
thyroid glands contain lymphatic accumulations 
coincides with the percentage of those possessing 
the “Grave’s constitution,” postulated by War- 
thin, and that exophthalmic goiter is the clinical 
manifestation of a congenital constitutional 
anomaly. He believes that the lymphatic infil- 
tration is diagnostic of hyperthyroidism. 

Considerable difference of opinion still exists 
as to the site of action of the thyroid hormone. 
McEachern (125) made direct measurements of 
the oxygen consumption of isolated surviving 
auricles from hearts of normal and thyrotoxic 
guinea pigs. He reports a definitely increased oxy- 
gen consumption in preparations from thyrotoxic 
animals, indicating that thyroxin acts directly 
upon the tissue cells. Myhrman (135) and von 
Verebél¥ (194), by indirect means, arrived at dif- 
ferent conclusions. The former found no accelera- 
tion of tissue oxidation whatever. The latter 
states that of all preparations studied, only in the 
case of brain tissue could increased oxidation due 
to thyroxin be demonstrated. He concludes that 
the action of thyroxin is indirect, and that, in 
vivo, the brain is the intermediary structure. 

The weight of the normal thyroid in the new- 
born has been studied by Leidenius (112) and 
compared with the body weight. The average 
weight found was 3 gm. In general, in infants of 
the same body length, the thyroid was larger in 
those of lower weight. Leidenius suggests the pos- 
sibility that activity of the thyroid during the last 
months of fetal life may be responsible for the 
lower body weight. Wyatt, Weymuller, and 
Levine (204) studied the calorigenic action of thy- 
roid extracts in normal infants. Following the 
administration of such extracts they found in- 
creased metabolism and clinical symptoms char- 
acteristic of spontaneous hyperthyroidism. The 
minimal amounts of extract effective in normal 
subjects greatly exceeds that in individuals with 
hypothyroidism. Topper and Mulier (188) 
studied the basal metabolism of normal children 


of an older group. They found an increased 
metabolic rate in the prepubescent period, which 
varied in degree and duration in different children. 
During this period, some of the children exhibited 
symptoms of thyroid overactivity such as enlarge- 
ment of the thyroid gland, tremor, nervousness, 
vasomotor instability, and tachycardia, all of 
which disappeared as the basal rate returned to 
normal when puberty was well established. 
Topper and Mulier believe the increased meta- 
bolic rate during puberty to be physiological, and 
emphasize the necessity of considering this phe- 
nomenon in evaluating clinical pictures during 
this period. It should not be confused with true 
exophthalmic goiter, which is rare before adoles- 
cence. 

Jenkins (95) reports careful studies of the 
limits of error in basal metabolism determination 
and the range of normal metabolic rates. He sug- 
gests that all cases deviating from 10 to 17 per 
cent from the zero point be regarded as “doubt- 
ful.”” He has made a large number of determina- 
tions of the “basal pulse complex,” and has 
derived a formula for computing this complex 
from the basal pulse rate and the basal pulse pres- 
sure. These values are comparable with those of 
basal metabolism determinations and may be 
used as confirmatory findings. 

Thyroid activity during pregnancy has been 
the subject of several studies. Soule (179) con- 
firmed the finding of Anselmino and Hoffman 
that a substance is present in the blood serum oi 
pregnant women which, on injection, lowers the 
liver glycogen of the mouse. This substance re)- 
resents an increased quantity of thyroid hormone 
and is evidence of an actual physiological hyper- 
function of the thyroid gland during pregnancy. 
Nakamura (138) found an increase in the iodine 
output during pregnancy, indicating increased 
thyroid activity. In the early puerperium, the 
output was greatly delayed, which implied hypo- 
function, but it returned to normal from nine to 
eleven days post-partum. The injection of pla- 
cental extracts increased the iodine excretion in 
normal, but not in thyroidectomized, rabbits. 
Nakamura concludes from this fact that the 
placenta is the source of stimulation to increased 
thyroid activity during pregnancy. Niederwiescr 
(141) found the basal metabolism of pregnant 
women to be elevated from 14 to 18 per cent near 
term. The greatest increase occurred in goitrous 
subjects. No disturbances were noted in the 
course of pregnancy, and no changes were found 
in the offspring. 

Two phases of the physiology of the thyroi 
gland which received the greatest attention dur- 


src eS” 


— 
= 


il 
t 
t 
b 
p 
e 
0 
a 
g 
0 
a 
i 
a 
i 
jt 
p 
tl 
I 
r 
k 
r 
tl 
d 
il 
I 
il 
0 
i 
b 
d 
is 
p 
i 
b 
fi 
i 
S 
0 


ZIMMERMAN: THYROID LITERATURE OF 1932 


ing the past year were the relation of the thyroid 
to the anterior lobe of the pituitary, and the ques- 
tion of thyroid and iodine metabolism. The latter 
subject is inseparable from that of goiter and will 
be discussed with that condition. Since hyper- 
plasia of the thyroid gland following injections of 
extracts of the anterior lobe of the pituitary gland 
was reported by Loeb and Basset in 1930, this 
observation has received widespread confirmation 
and there has been rapid extension of the investi- 
gations to include the physiology and chemistry 
of the thyroid gland, blood-iodine determinations, 
and studies of the metabolism following the in- 
jection of active pituitary extracts. Closs, Loeb, 
and McKay (39) found an increase in the alcohol- 
soluble iodine level in the blood, and a fall in the 
iodine content of the thyroid gland following in- 
jections of extracts of the anterior lobe of the 
pituitary gland. These changes coincide with 
those noted in Grave’s disease in man. Houssay, 
Biasotti, Magdalena, and Mazzocco (88, 89, 90) 
report that, in the laboratory animal, hypophy- 
seclomy prevents compensatory hypertrophy fol- 
lowing subtotal thyroidectomy. Increased thy- 
roid activity following injections of extracts of 
the anterior lobe of the pituitary gland, as in- 
dicated by lowered resistance to oxygen depriva- 
tion, could be demonstrated in the normal but not 
in the thyroidectomized animal. Schneider (172, 
173) observed symptoms of hyperthyroidism, in- 
cluding elevation of the basal metabolism and an 
increase in the blood glycogen following the use 
of pituitary extract. Histological changes were 
seen after four days, and an elevation of the blood 
iodine was found some time later. Schneider’s 
blood-iodine findings differed from those in true 
spontaneous hyperthyroidism in that, in Base- 
dow’s disease, only the alcohol-insoluble fraction 
is increased, whereas following injections of 
pituitary extract both soluble and insoluble com- 
ponents were elevated. Grab (74, 75) made simi- 
lar findings. He reports also a decrease in the 
iodine content of the thyroid; an increase in the 
blood iodine, especially of the alcohol-insoluble 
fraction; and, after three days, an increase in the 
iodine excretion in the urine. Junkmann and 
Schoeller (100) isolated the thyrotropic hormone 
of the anterior lobe of the pituitary gland in a 
considerable degree of purity. They found it 
heat-labile and inactive on oral administration. 
It is not identical with the gonadotropic hormone 
and is not found in the extracts derived from 
urine or in commercial preparations. Schitten- 
helm and Eisler (170, 171) found increased resist- 
ance to acetonitril and greater sensitiveness to 
lowered oxygen tension. They gave the extract 
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by mouth to a series of human subjects, and 
recorded palpitation, fever, nervousness, tremor, 
tachycardia, and elevation of the basal metabolic 
rate. No improvement in the clinical picture or 
change in the metabolism was observed in 
myxcedema, although the blood iodine rose. In 
obesity, it resulted in loss of weight. Eitel and 
Loeser (59, 60) describe a method for the isola- 
tion of the thyrotropic hormone. They observed 
morphological changes in the thyroid within two 
hours after its injection. The liver glycogen was 
lowered following its use. They, too, used it for 
human subjects, and found it capable of produc- 
ing an active increase in thyroid function. 

Loeser (119) also investigated the effect of 
thyroidectomy on the relation between the an- 
terior lobe of the pituitary gland and the ovary. 
He found the typical effect of the anterior lobe of 
the pituitary gland upon the ovary in animals 
totally thyroidectomized. Bokelmann and Scher- 
inger (20) compared the thyroid glands of normal 
and castrated female rats. Removal of the ovaries 
resulted in atrophy and reduction of the iodine 
content of the thyroid. The effect of thyroidect- 
omy upon the amylolytic properties of the saliva 
and upon the blood amylase was investigated by 
Gayda (72). He found no effect on the composi- 
tion of the saliva, but the blood amylase fell with 
increasing myxcedema, as part of the general de- 
crease in body metabolism. Davis, Hinton, and 
Killian (49) studied the relationship between the 
pancreas and the thyroid gland. Ligation of the 
pancreatic ducts in dogs had been found to result 
in the production of colloid goiter. They found no 
diminution in the blood tyrosine, and the admin- 
istration of tyrosine did not prevent the develop- 
ment of goiter. Therefore the goiter is not due to 
a decreased tyrosine supply as the result of inter- 
ference with proteolytic digestion. The adminis- 
tration of iodine also failed to prevent the develop- 
ment of goiter. Davis, Hinton, and Killian be- 
lieve their results suggest a relationship between 
the pancreas and the thyroid. 


GOITER 


The newer literature reveals much greater 
agreement as to the classification and terminology 
of goiter. Particularly in those works appearing 
in the English language, the nomenclature recom- 
mended by the American Association for the 
Study of Goiter is widely accepted. According to 
this classification, 4 types of goiter are recognized: 
non-toxic diffuse goiter, toxic diffuse goiter, non- 
toxic nodular goiter, and toxic nodular goiter. 
The nodular goiters in both groups are being 
looked upon more and more as the end-stages of 
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the changes causing the diffuse enlargements. 
The conception of the nodules as benign neo- 
plasms is being abandoned, and the term “ade- 
noma”’ is rarely employed in speaking of them. 
Rice (162) compared the incidence of nodules in 
thyroids removed routinely at autopsy from pa- 
tients without thyroid disease with that in thy- 
roids surgically excised. He found them as fre- 
quent in the postmortem, physiologically normal 
glands as in the surgical specimens. The incidence 
increased with advancing age in both series and, 
in persons between seventy and _ seventy-five 
years of age, 100 per cent of the glands were found 
to contain nodules. 

' Rice compared also goiters from the state of 
Minnesota with those from the canton of Bern, 
Switzerland (163). He found no fundamental dif- 
ferences in the two series, but the percentage of 
the various types differed in the two localities. 
Toxic goiters were strikingly less frequent in the 
Swiss material. The glands from Bern were 
larger than those from Minnesota. Hellwig (83) 
studied the thyroid material from Kansas, and 
found that North American goiter resembles that 
of the plains regions of Europe—Northern Ger- 
many, Holland, and the Russian lowlands— 
rather than the endemic goiter of the mountainous 
regions. In North America, diffuse goiter is more 
prevalent than nodular goiter, non-toxic paren- 
chymatous goiters are uncommon, and toxic goi- 
ter is much more prevalent. Little has been 
added toward determining the relation between 
simple and toxic goiter. McClure (123), how- 
ever, found a tremendous reduction in the inci- 
dence of non-toxic diffuse goiter in Michigan since 
the introduction of iodized salt. During the same 
period there has been a striking diminution in the 
number of goiter operations in that state. Since 
surgical goiter is usually toxic goiter, it appears 
that iodine prophylaxis is at least a factor in the 
prevention of toxic and nodular goiters. 

Iodine metabolism. In general, studies of blood 
iodine have confirmed Lunde’s assertion that the 
blood iodine can be separated into two fractions, 
one alcohol-soluble and the other alcohol-insolu- 
ble. Dodds, Lawson, and Robertson (54) have 
also confirmed the finding that the insoluble frac- 
tion is elevated in patients with toxic goiter and 
is reduced by iodine medication. The fall in blood 
iodine is not always associated with an ameliora- 
tion of the clinical symptoms and a lowering of 
the metabolic rate. Schittenhelm (169) states 
that the mode of excretion of iodine depends on 
the functional state of the thyroid. Normal and 
hyperthyroid subjects excrete most of orally 
administered thyroxin iodine in the urine, but 
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persons with myxcedema excrete it in the stool. 
Inorganic iodine and the iodine in ordinary food 
is always excreted, in the main, by way of the 
urine. In health, the blood-iodine level is con- 
stant. Its fall definitely indicates hypofunction 
of the thyroid gland. It is increased in hyper- 
thyroidism, but the increase does not parallel the 
severity of the disease. X-ray treatment lowers 
the iodine level. Schittenhelm believes that the 
brain, particularly the medulla, is a major factor 
in iodine metabolism, and that the anterior lobe 
of the pituitary gland is another. The thyroid is 
included in the system, but is not the center oi it. 

In a series of contributions on the relation of 
iodine to goiter, Breitner (26-30) retains his 
morphologicofunctional conception of the <ii- 
ferent types of goiter. He found the peak of the 
blood-iodine curve to occur in February, coincid- 
ing with the most frequent onset of goiter and in- 
dicating a seasonal influence. Continuing his 
studies of the iodine content of blood from the 
thyroid artery and the thyroid vein, he found ihe 
venous blood to contain more iodine than the 
arterial blood. In all types of goiter the iodine con- 
tent of the systemic venous blood is 60 per cent 
lower than that of the thyroid venous blood and 
50 per cent lower than that of the thyroid aricry 
blood. In thyrotoxicosis, the thyroid gland is poor 
in iodine and colloid, and the blood iodine, par- 
ticularly the organic fraction, is elevated. Under 
the influence of increased sympathetic tonus, the 
hyperactive thyroid gland excessively produces 
and immediately excretes its active principle. 
Externally administered, iodine inhibits the ex- 
aggerated sympathetic tone, slowing both pro- 
duction and transportation of the thyroid secre- 
tion. Therefore, with iodine medication, the 
iodine and colloid of the thyroid gland are greatly 
increased as the active secretion is stored; the in- 
organic blood iodine rises sharply and the organic 
fraction drops toward normal. 

Jordi (97) compared the biological value, iodine 
content, histological structure, and clinical })ic- 
ture of different types of goiter. In cases of 
adenoma, a high iodine content usually indicated 
a high colloid content and greater biological c- 
tivity and seemed to parallel clinical activity. In 
diffuse goiter the iodine treatment increased the 
iodine content and biological activity, but reduced 
clinical activity. These differences suggest a 
fundamental dissimilarity in the two forms of 
hyperthyroidism, probably dependent upon dvs- 
function in thyroid secretion, the nature of which 
is as yet unknown. 

Gutman, Benedict, Baxter, and Palmer (75) 
found that the administration of iodine to j)- 
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tients with exophthalmic goiter resulted in an in- 
crease in both the inorganic iodine and the thy- 
roglobulin iodine content of the thyroid gland. 
The chemical nature of the thyroglobulin fraction 
is altered by an increase in the thyroxin iodine 
and a decrease in the non-thyroxin compounds, 
chiefly of di-iodotyrosine. These changes consti- 
tute a return from the more or less depleted state 
of the untreated exophthalmic goiter gland toward 
that of the resting gland. 

Blood picture and goiter. Studies of the blood 
picture in the presence of various types of goiter 
revealed no constant or striking changes. 
McCullagh and Dunlap (124) report a slight 
reduction of hemoglobin and a relative lympho- 
cytosis in both hyperthyroidism and hypothy- 
roidism. The red cell count in hyperthyzoidism 
was normal, and the lymphocyte count fell after 
thyroidectomy. Hoskins and Jellinek (87) ob- 
served the effect of thyroid medication on the 
blood picture. The average erythrocyte count 
was significantly increased and the leucocytes 
slightly diminished following thyroid medication. 
The diminution of leucocytes affected chiefly the 
polymorphonuclear cells, whereas the lympho- 
cytes were relatively increased. A diphasic action 
was noted, the effect being reversed if optimal 
dosage was exceeded. Hoskins and Jellinek con- 
clude that thyroid medication is of general utility 
in the treatment of secondary anemia, and that 
age, nutritional status, basal metabolic rate, dos- 
age, and duration of treatment are significant fac- 
tors in determining the degree of effect obtained. 
Gamow’s (71) studies of the blood picture in a 
group of patients with non-toxic goiter revealed 
a low red cell count, usually of four million, with 
a relatively high color index, the haemoglobin 
being normal or above. These changes are at- 
tributed to diminished erythropoiesis. The pa- 
tients, most of whom were children, were dysp- 
neeic and in poor general condition. A definite 
lymphocytosis was present in most instances. In 
myxeedema, anemia is frequent, according to 
Lerman and Means (114) and to Oliver-Pascual, 
Montejo, Galan, and Oliver (145, 146), but 
responds to combined treatment with thyroid, 
liver, and iron. 

Oliver-Pascual, Montejo, Galan, and Oliver in- 
vestigated also the relation of the thyroid gland 
to hemoglobin metabolism. They report a series 
of cases with low basal rates accompanied by 
anemia and a diminished urobilin excretion. 
Thyroid medication elevated the hemoglobin 
level, the urobilin output, and the basal rate. In 
hyperthyroidism there was excessive activity of 
the hematopoietic system with hyperbilinemia 
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and increased urobilin excretion. These findings, 
as well as the basal rate, diminished following the 
ingestion of splenic extract. The conclusion was 
drawn that in patients with hyperthyroidism 
there is a constitutional anomaly of the reticulo- 
endothelial and hematopoietic systems. Tscher- 
nozatonskaia (190) found an acceleration of the 
erythrocyte sedimentation rate in the presence of 
hyperthyroidism and a slowing of this rate in 
hypothyroidism. The degree of aberration from 
the normal roughly paralleled the severity of the 
clinical picture. 

Arthritis occurs in both hypothyroid and hyper- 
thyroid states, according to Duncan (55). The 
arthritis of hypothyroidism is of the hypertrophic 
type and responds to thyroid medication. In 
hyperthyroidism, atrophic polyarthritis occurs. 
Adequate surgical therapy gives astonishing 
relief from pain and deformity. If delayed too 
long, irreversible changes result. 

Gotter and pregnancy. Pregnancy throws an 
added burden upon the thyroid apparatus. Davis 
(48) urges the administration of iodine during 
pregnancy and lactation for the relief of thyroid 
dysfunction in the mothers and the prevention of 
congenital goiter and cretinism in the children. 
Frazier and Ulrich (65) are in accord with this 
view, and state, in addition, that simple goiter 
may develop during pregnancy and can be pre- 
vented by the administration of iodine. Surgery 
for simple goiter is indicated only if pressure 
symptoms are produced. Thyrotoxicosis has its 
beginning during pregnancy in 3.2 per cent of the 
cases. Frazier and Ulrich advise against interrup- 
tion of pregnancy because of hyperthyroidism. 
Mild cases may be carried to term on iodine; 
severe ones should be operated upon during 
pregnancy. Day (50) points out the infrequency 
of pregnancy and the high incidence of abortion 
or premature labor in hyperthyroidism. His 
recommendations as to management coincide 
with those mentioned. Kuestner (104) advises 
thyroxin in the treatment of eclampsia, particu- 
larly in the early stages or the pre-eclamptic 
period. This therapy is based on the assumption 
that hyperfunction of the posterior lobe of the 
pituitary gland is responsible for the eclampsia 
and that the thyroid is antagonistic to the pos- 
terior lobe of the pituitary gland. 


SIMPLE GOITER 


The etiology of endemic goiter continues to be 
one of the perplexing problems of current thyroid 
literature. According to most observers, iodine 
deficiency is a factor, but not the only factor, and 
according to some, it is not the primary factor. 
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However, thyroid changes can usually be pre- 
vented by the administration of iodine. In other 
words, various factors, nutritional, hygienic, and 
specific, provoke an augmented thyroid func- 
tion in the absence of an adequate iodine supply. 
This increased demand manifests itself by mor- 
phological hypertrophy and hyperplasia of the 
gland. Summarizing the findings of a continua- 
tion of his pioneer investigations of simple goiter, 
McCarrison (122) points out the normal fluctua- 
tion in size of the thyroid gland from day to day, 
from season to season, and at certain stages of 
bodily development and of physiological periods 
requiring increased thyroid activity. The growth 
curve of the gland as compared with the body 
weight at the various stages of life he charac- 
terizes as the “life line of the thyroid gland.” En- 


largements of the thyroid beyond two and one- 


half times their standard deviation, he considers 
abnormal, or goiter. The incidence of goiter fol- 
lows the normal curve of thyroid enlargement and 
is affected by geographical location, season, and 
conditions of life, and is profoundly affected by 
dietary influences. The concentration, in certain 
localities, of influences tending to elevate the 
curve imparts to goiter its endemic character. 
Some of these influences appear to be operative 
mainly in childhood, others during the period of 
attainment of full statural development, and 
others throughout the entire span of life. Under 
the latter circumstances, the stigmata of goiter— 
congenital goiter, cretinism, deafmutism, and 
varying grades of physical and psychic degenera- 
tion—appear in the newborn of the species. In 
order of decreasing importance, the goitrogenic 
influences are dietary and hygienic faults and 
iodine deficiency. In McCarrison’s experiments, 
dietary faults include excesses of fats and lime; 
deficiencies of vitamins, iodine, or phosphates; or 
positive goiter-producing substances such as are 
present in cabbage and some similar vegetables. 
Insanitary conditions augment the goitrogenic 
qualities of improper diets, but do not produce 
goiter in animals on adequately balanced diets. 
The findings with relation to iodine were indefi- 
nite and inconclusive. Iodine deficiency, per se, 
is not the cause of goiter, but iodine definitely 
counteracts goiter-producing factors. Thymol, 
manganese, phosphates, and vitamins are as 
powerfully antigoitrogenic as iodine, but are less 
uniform in their action. 

Webster (198) summarizes the significant 
studies being made by his group on experimental 
goiter. They have found that cabbage feeding 
produces hyperplastic goiter in rabbits. Steaming 
increases this goitrogenic activity, while iodine 
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administration counteracts it completely. The 
metabolic rate of the goitrous animals is lower 
than normal, but becomes greatly increased if 
iodine is administered. As yet, attempts to iso- 
late the goitrogenic principle have not been suc- 
cessful. Jackson and P’an (94) found no increase 
in the weight of the thyroid in animals reared on 
a low iodine diet as compared with controls receiv- 
ing a normal iodine supply. 

Abbott (1) made a survey of simple goiter in 
Winnipeg school children. He found thyroid en- 
largement to be endemic, although its incidence 
has apparently been reduced more than 50 jer 
cent in the past four years by prophylactic 
therapy. The widespread use of iodized salt is 
probably the most important factor in this <e- 
crease. In boys, the incidence of the condition 
reached its maximum at the age of thirteen years 
and then subsided, but in girls it continued to 
increase after that age. Among the causes are 
septic teeth and tonsils. Race is also a factor. 
Thyroid enlargement is most prevalent in the 
children of central European and Jewish immi- 
grants. Its frequency in the former is attributed 
by Abbott to diets in which cabbage is a dominant 
constituent, and its frequency in the latter to 
poorly balanced diets rich in fat. Smith (175) 
points out that the influence of iodine in the pre- 
vention of simple goiter depends less upon the 
amount of iodine available than upon the amount 
utilized by the organism. Solar radiation is an 
important factor in iodine utilization. In the 
United States areas of endemic goiter coincile 
with regions of deficient sunlight. A similar reia- 
tion obtains in India and New Zealand. Studies 
have revealed also that the iodine content oi 
vegetables varies with solar radiation. Jésa («> 
found a parallel between goiter incidence and 
lack of iodine in the drinking water in Hungarian 
goiter regions. He considers iodine insufficiency 
the chief cause of goiter, although other factors. 
such as the unfavorable post-war living coni- 
tions, may initiate the disease. Stott (182) sur- 
veyed the United Province with regard to endemic 
goiter. He found the typical endemic goiter to hic 
a diffuse colloid goiter in which nodular cystic 
degeneration with fibrosis occurs. Its causes hie 
believes to be an excessive intake of lime in the 
drinking water, insufficient iodine, and intestina! 
infection from contaminated drinking water. ()! 
these, he regards the excess of calcium as the mo =! 
important. Ucko (191) reviews the world liter:- 
ture of the last eight years concerning the iodine 
deficiency theory of goiter and concludes th:t 
there is no single cause for goiter. He considers 
goiter a simple hypertrophy in response to in- 
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creased physiological stimulation. The relation 
of iodine supply to this hypertrophy is not under- 
stood. Familial goiter occurring in non-endemic 
regions is reported by Bing (18) and by Meulen- 
gracht (129). 

Leffmann (111) examined 349 thyroids of pa- 
tients who died with acute and chronic infectious 
diseases. He observed loss of colloid, epithelial 
desquamation, increased connective tissue, and 
hyperemia. The changes are totally non-specific 
in character. Walcher (196) reported 5 cases of 
congenital goiter, 2 of which caused death by suf- 
focation. Pusch (154) found a calcareous arterial 
lesion in 56 of 100 goiters examined. It was inde- 
pendent of the patient’s age or blood pressure, the 
duration or structure of the goiter, or the clinical 
picture. It was found occasionally even in the 
normal thyroid, but not in thyroids of fetuses 
or newborn infants. Morphologically, it is a de- 
generative process consisting of hyalin degenera- 
tion and calcification of the elastic intima. In 
more advanced cases, the media is also calcified. 
Halle (80) reported a series of cases of simple goi- 
ters which disappeared following the removal of 
diseased tonsils. He considers the goiter second- 
ary to the tonsillar infection. Pfeiffer (152) 
points out that minute amounts of iodine may 
produce severe disturbances in sensitive persons, 
although larger quantities occurring naturally in 
food and drinking water are well tolerated. He 
assumes, therefore, that the biologically assimi- 
lated iodine combinations are better tolerated 
than iodized salt, and recommends the feeding of 
iodine-rich plants to milk animals in order to pro- 
vide biologically assimilated iodine. Wolfsohn 
(203), also fearing the danger of iodine adminis- 
tration to persons intolerant to the drug, sug- 
gested a skin test for iodine sensitization, consist- 
ing of the intradermal injection of a minute 
amount of iodine solution. A questionnaire (103) 
concerning goiter brought 58 replies from various 
countries and revealed a lack of general belief in 
any one cause of goiter. Iodized salt was not con- 
sidered the final solution to the goiter question, 
and uncontrolled iodine administration was con- 
sidered injurious and dangerous. 
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Interest in the question of toxic goiter con- 
tinues to dominate the entire subject of the 
thyroid gland, as is attested by the profuse 
literature. The differentiation between exoph- 
thalmie goiter and toxic adenoma and between 
primary and secondary forms of hyperthyroidism 
is being increasingly limited, and as a rule all 
forms of toxic goiter are discussed together. 
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Etiology and pathology. According to most 
recent writers, the cause of hyperthyroidism is 
not to be sought primarily in the thyroid gland 
itself. This gland is thought, rather, to be stimu- 
lated to excessive activity by impulses arising 
elsewhere. The initial source of the hyper-func- 
tion is attributed to various causes. The experi- 
ments previously mentioned, in which injections 
of extracts of the anterior lobe of the pituitary 
gland resulted in enlargement and hyperplasia 
of the thyroid gland, with loss of weight and 
elevation of the basal metabolism and lowering 
of the iodine of the thyroid with simultaneous 
elevation of the blood iodine, have suggested to 
the investigators that the origin of the disease is 
in the nervous system and that the thyroid gland 
is involved secondarily. Barker (13) points out 
that the clinical symptoms in the thyreopathies 
are referable to alterations in tone of the vegeta- 
tive nervous system, including both the sympa- 
thetic and the parasympathetic divisions, with 
predominance of the excitor elements over the 
inhibitory elements. Autonomic imbalance as 
the predisposing factor plus immediate causes 
such as infections or intoxications are necessary 
for the development of thyroid disease. The 
effect of iodine is attributed to its sedative action 
upon a hyperexcitable nervous system. Friedgood 
(67, 68) points out the similarity in the clinical 
pictures of exophthalmic goiter and lymphatic 
leukemia, even to their therapeutic response to 
iodine. From his data he concludes that exoph- 
thalmic goiter is not a disease of the thyroid 
gland, but that, like chronic lymphatic leukemia, 
it is primarily a disturbance of the sympathetic 
nervous system. Both the sympathetic nervous 
system and the lymphatic system play a signiti- 
cant role in the pathogenesis of these conditions, 
and he believes the effect of iodine to be inti- 
mately related to the pathological physiology of 
the sympathetic nervous system. 

In a study of the relation of climate to the 
etiology of exophthalmic goiter, Mills (130) found 
that the distribution of deaths from this disease, 
as well as from other metabolic disturbances, 
coincides with geographical areas exposed to 
greatest temperature variation and storm fre- 
quency. He believes the climatic drive forces a 
certain number of the population too near the 
limit of their metabolic possibilities so that less 
of an exciting force is necessary to bring on these 
metabolic disorders. Capelle (35) reviews the 
question of involvement of the thymus in the 
sympathetic complex of exophthalmic goiter. 
He believes such a relationship exists, but that 
removal of the thyroid with perhaps preliminary 
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irradiation of the thymus should be the primary 
therapeutic procedure. In cases which fail to 
respond to thyroidectomy, removal of the thymus 
may be considered. Bowers (22) also concluded 
that the great majority of patients with hyper- 
thyroidism present evidences of constitutional 
abnormalities other than those related directly to 
the thyroid gland. The almost constant presence 
of lymphoid hyperplasia in the thyroid glands of 
patients with toxic goiter and the frequent asso- 
ciation of hyperplasia of the thymus and other 
lymphoid structures appear to indicate that at 
least one manifestation of predisposition to 
hyperthyroidism is the presence of the thymico- 
lymphatic constitution to which Warthin has 
applied the name “Grave's constitution.” 
Clinical manifestations. The literature dealing 
with the clinical features of hyperthyroidism is 
concerned primarily with the atypical, the masked, 
and the borderline and iodine-resistant types. 
Thompson (183) believes that the nervous 
manifestations of exophthalmic goiter are merely 
exaggerations of reactions which were previously 
present in a somewhat less intense form in 
patients with emotional instability. Thyroidec- 
tomy, which reduces the basal rate to normal, 
only restores the patients to their former state. 
The degree of nervous disturbance during the 
disease depends largely upon the intensity of the 
emotional instability that was present before it 


developed. Comparing exophthalmic goiter as it 
occurs in Boston with that occurring in Chicago, 
Thompson and Means (185) were unable to 
observe any significant differences in the 2 


regions. Elliott (61), discussing the medical 
aspects of thyrotoxicosis, emphasized the neces- 
sity for accurate diagnosis in cases presenting 
symptoms identical with those of thyroid dis- 
ease, but due to conditions of excessive nervous 
stress or to the presence of chronic infections; 
also in the cases of thyrocardiacs, in whom 
manifestations of hyperthyroidism are over- 
shadowed by the cardiovascular symptoms. As 
difficulties in diagnosis may be further increased if 
the patients are under partial iodine control, 
Elliott believes that iodine should be withheld 
until a positive diagnosis has been made and a 
plan of treatment adopted. Crises of hyper- 
thyroidism may simulate severe general infec- 
tions, encephalitis, heart failure, or acute ab- 
dominal conditions. The possibility of such 
crises must be kept in mind and their hyperthy- 
roid background recognized. Troell (189) reports 
a series of cases of Basedow’s disease with a basal 
metabolism of +20 or lower. Potter and Morris 
(153) found iodine resistance to occur particularly 
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in the severe forms of hyperthyroidism and to 
complicate the therapeutic problem greatly. 
Iodine resistance was found in 11 per cent of 
patients with diffuse exophthalmic goiter and in 
3-6 per cent of patients with toxic adenomata. 
Of these, 40 per cent had had previous iodine, 
which probably accounted for their resistance. 
The remaining 60 per cent had had no iodine, 
except that which may have been present in the 
table salt. Twenty-two per cent of the refractory 
patients with exophthalmic goiter and ro per cent 
of those with hyperfunctioning adenoma exhibite« 
severe postoperative reactions. Such patients 
require the most careful observation and jude- 
ment as to the type and extent of operation. !n 
these conditions, multiple-stage operations are «i 
value. Dunlap and Davis (56) point out thit 
atypical manifestations of exophthalmic goiter 
are prone to appear early in the course of the 
disease, before either exophthalmos or thyroid 
enlargement. The symptoms of an associated 
disease may be aggravated by the development of 
hyperthyroidism and conceal the presence «ji 
thyroid disturbance. Elevation of the metabolic 
rate and response to iodine are significant in con- 
firming the diagnosis of exophthalmic goiter. 
Menard (126) reports 2 cases of leukemia which 
simulated hyperthyroidism. Rose (167) and 
Hamilton and Beck (81) report cases of hyper- 
tension presenting the clinical picture of thy- 
rotoxicosis, for which they were erroneously 
treated. Even the basal metabolism in these casvs 
was elevated. It emphasizes the value of a 
therapeutic test with iodine. Wohl (202) de- 
scribes a series of cases of thyrotoxicosis which 
suggested other conditions such as heart disease, 
spastic colitis, chronic appendicitis, and vaso- 
spastic disturbances. In the absence of the 
cardinal signs of exophthalmic goiter, the 
secondary symptoms such as flushing, tachy- 
cardia, tremor, nervousness, and weight loss are 
important features leading to a proper diagnosis. 
Persistent elevation of the basal metabolism and 
response to Lugol’s solution confirm the diagnosis. 
Similar atypical cases were described by Rankin 
and Haines (158), and Josefson (99) reported 
2 cases with disease of the central nervous system 
simulating hyperthyroidism. 

Osterberg and Mills (148) examined bone 
which had been removed from patients wi‘ 
histories of hyperthyroidism demonstrated chen: - 
cally and roentgenologically. They failed to find 
osteoporosis, although it had been previous'y 
shown that bone rarefaction may occur because «i 
increased calcium excretion in hyperthyroidism. 
Ask-Upmark (11) describes tetany occurring pre- 
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operatively in the presence of thyrotoxicosis. He 
believes that the thyroid is concerned with 
mineral metabolism as this is indicated by the 
development of goiter following excessive calcium 
intake. Increased calcium excretion in hyper- 
thvroidism may be a factor in the development of 
tetany during the course of thyrotoxicosis. 

Morrison and Levy (133) and Mora (131) each 
describe a case of periodical paralysis associated 
with exophthalmic goiter. It is inferred that in 
some of these cases the endocrine elements may 
play an important etiological part and may re- 
spond to thyroidectomy. Myasthenia gravis 
occurring together with exophthalmic goiter has 
been reported from time to time. One such case 
is described by Cohen and King (43). They point 
out that myasthenia of greater or less degree is 
observed in most cases of exophthalmic goiter, 
and that some of the eye signs are merely 
evidences of weakness of the ocular muscles. 
They think a definite relation exists between 
myasthenia gravis and exophthalmic goiter. 
Hagedoorn (79) reports the case of a patient 
with thyrotoxicosis and paralysis of the superior 
rectus muscle of the right eye. Syphilis and 
thyroid disease are discussed by Netherton 
(140), and Baumgartner and Weill (14) report ex- 
ophthalmic goiter in which excised thyroid was 
found to contain tuberculosis. 

Ipsen (92) reports a peripheral vascular dilata- 
tion in hyperthyroidism evidenced by measure- 
ments of the cutaneous temperature. Elevation 
of the skin temperature of the foot parallels the 
rise in the basal metabolism. Immediately after 
operation there is a further transitory increase in 
the temperature from the thyrotoxic effect 
exerted upon the arteries by way of the sympa- 
thetics. In myxoedema, thyroid administration 
elevates the skin temperature and in a case of 
Raynaud’s disease relieved the arterial spasms. 
Krech (102) found the amino acid excretion in 
the urine to parallel the basal metabolism in 
hyperthyroidism. Following iodine medication, 
the amino acid nitrogen fell and after thyroidec- 
tomy a further striking drop occurred. Gissel 
(73) studied the réle of the liver in the disturbance 
of metabolism in patients with thyretoxicosis. 
The blood-sugar curves following the administra- 
tion of insulin and after the ingestion of levulose 
resembled those obtained in cases of severe liver 
disease. At autopsy, fatty peripheral degenera- 
tion and congestion of the liver were found. 
Such changes may persist for as long as a year 
alter recovery from hyperthyroidism, but the 
liver glycogen returns to normal. Gissel there- 
fore recommends preliminary treatment with a 
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liver-sparing diet and small doses of insulin and 
glycogen. Lichtman (115) studied liver function 
in hyperthyroidism by determining cinchophen 
oxidation. He found indications of moderate 
impairment of liver function but no instance of 
severe hepatic disturbance. The functional im- 
pairment did not parallel the severity or duration 
of the thyroid disease, but in some cases liver 
function tended to improve as the basal rate 
returned to normal. No further impairment of 
hepatic function was indicated by the galactose- 
tolerance test or by determinations of the icterus 
index, bilirubinemia, and bile-salt excretion. 
According to Lerman and Brogan (113) renal 
function is slightly lower in myxcedema than in 
exophthalmic goiter, but in both diseases it falls 
within the normal limits. The differences are 
adequately accounted for on the basis of circu- 
latory conditions and offer no support to the 
concept that the permeability of renal tissue is 
significantly altered in hyperthyroidism or myx- 
cedema. 

Studies of the heart and circulation in toxic 
goiter reveal increased cardiac activity, the result 
of acceleration of the pulse rate, an increase in 
the minute volume, and elevation of the pulse 
pressure. Cardiac hypertrophy may occur in 
long-standing cases, and cardiac irregularities 
and symptoms of congestive heart failure may 
supervene if the added burden is excessive for a 
heart previously damaged by valvular or myo- 
cardial disease. No specific changes are found in 
the myocardium of patients dying of hyper- 
thyroidism. Andrus and McEachern (10) show 
that the tachycardia and other cardiac symptoms 
are related to the direct effect of thyroxin on the 
myocardium. This, plus the burden of the in- 
creased circulatory demands of the entire or- 
ganism, explains the cardiac manifestations of 
hyperthyroidism. In individuals whose circu- 
latory reserve has been diminished by age or by 
organic cardiac disease, myocardial failure may 
result. Yater (205) adds a general vascular relaxa- 
tion brought about by the local action of metab- 
olites on the arterioles and capillaries; an increase 
in the circulatory blood volume due mainly to a 
contraction of the spleen; and an increased rate 
and depth of respiration as factors in the fortui- 
tous adjustment of the circulation in hyper- 
thyroidism. Rahm and Parade (150) were unable 
to establish a characteristic blood-pressure type 
in Basedow’s disease, but an increased pulse 
pressure was almost always demonstrable. The 
amplitude did not parallel the basal rate. Pem- 
berton and Willius (150) also record an increased 
pulse pressure and increased circulatory rate in 
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toxic goiter. Cardiac hypertrophy was found at 
autopsy in 15 per cent of the cases, usually those 
in which the goitrous condition had been pro- 
longed. No distinctive histopathological changes 
were noted. Menne, Keane, Henry, and Jones 
(127) found degenerative changes and fibrosis in 
the hearts of rabbits with experimental hyper- 
thyroidism. They suggest that the changes 
might be produced by overexertion rather than 
by the toxic effect of thyroxin on the myocardium. 
Burnett and Durbin (34) suggest that the large 
numbers of patients who continue to show cardiac 
symptoms after thyroidectomy may have suffered 
some degree of permanent damage as a result of 
the toxins associated with the goiter. 

Hatlehol (82) states that there are pronounced 
abnormalities of the carbohydrate metabolism in 
thyrotoxicosis which disappear after thyroidec- 
tomy and are not true diabetes. He does not 
believe the incidence of true diabetes to be in- 
creased in the presence of hyperthyroidism. 
Andrus (9) arrived at a similar conclusion. The 
disturbance in carbohydrate metabolism in hyper- 
thyroidism consists of an abnormally rapid break- 
down of glycogen. In diabetes, on the other 
hand, the ability to store carbohydrate is re- 
duced. If hyperthyroidism is superimposed upon 
diabetes, abnormal demands are made upon an 
already inefficient carbohydrate metabolism by 
the augmentation of the basal metabolic rate and 


the increase of glycogenolysis. Andersen (6), by 
a special technique, demonstrated spontaneous 
glycosuria in all of 25 patients with exophthalmic 
goiter. In these cases there was an augmented 
and protracted hyperglycemic curve following 


glucose ingestion. John (96) has analyzed the 
carbohydrate metabolism in patients with hyper- 
thyroidism treated at the Cleveland Clinic. He 
states that the incidence of true diabetes in per- 
sons with this condition is twice that in normal 
individuals. Non-physiological hyperglycaemia 
was found on one or more occasions in 620 (6.88 
per cent) of the 9,000 cases. In about one-third 
of these the hyperglycemia persisted and re- 
sembled that of diabetes. Following operation for 
hyperthyroidism the diabetes improved in 55 
per cent, remained stationary in 15 per cent, and 
became worse in 30 per cent. Of the entire group 
of patients, 35 per cent were still taking insulin. 
John believes a “diabetic anlage” to be present 
in these patients, and that the hyperthyroidism, 
by elevating the metabolism and increasing the 
demands upon the insulinogenic system, predis- 
poses to the development of diabetes. In some 
of these patients, in whom the disturbance of 
carbohydrate metabolism is: slight, the diabetes 
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may be “functional,” or the early stage of a true 
diabetes. Only observation over a long period of 
time will permit the differentiation between the 
two. The glycogen store in the liver is low in 
hyperthyroidism. Its reduction increases the 
tendency toward acidosis and suggests the 
advisability of pre-operative and postoperative 
intravenous administration of glucose, with or 
without insulin. 

Exophthalmic goiter in children has been the 
subject of reports by Dinsmore (53) of the 
Cleveland Clinic and Rankin and Priestley (150) 
of Rochester. The former series comprises 57 
cases, the latter, 91. In the cases of children the 
clinical manifestations of hyperthyroidism are 
essentially the same as those in adults and the 
treatment follows the same general principles. 
Acute exacerbations of the disease are more prone 
to develop in children, and considerable care in 
the pre-operative préparation and surgical treat- 
ment is necessary. Surgery is the treatment oi 
choice, and the end-results are good. Because vi 
the greater need for thyroid secretion in the 
growing child, somewhat more thyroid tissue 
must be left behind. Blood-iodine studies in a 
case of thyrotoxicosis in a boy of eight years 
reported by Curtis (47) indicated changes of the 
same character as those found in adults. \ 
series of cases of thyrotoxicosis in Negroes is 
presented by Herrmann (84) who contradicts 
the frequently made statement that the disease 
is uncommon in this race. The clinical symptoms 
do not differ from those in white patients, and 
psychic shock, financial worries, and domestic 
difficulties seem to play as important a part in 
precipitating the syndrome. 

Treatment. Evaluation of the relative merits 
and disadvantages of the various therapeutic 
attacks for toxic goiter over a period of time has 
permitted the reconciliation of many divergent 
opinions. Contradictory claims of the proponents 
of various types of treatment have given way 0 
an almost universal acceptance of the places in 
the therapeutic scheme which are occupied |v 
surgery, irradiation, and medical treatment. 
Subtotal thyroidectomy, in 1 or more stages, has 
emerged as the accepted treatment of choice for 
most cases of hyperthyroidism. Medical trea'- 
ment has been assigned a dominant rdle in the 
preparation of patients for surgery and in the 
after-care of the patient handicapped by viscer:! 
damage. Although X-ray irradiation is advocate:! 
by a few as the treatment of choice for hyper- 
thyroidism in general, it is usually considere:! 
indicated only in borderline cases, thyrotoxicose- 
which persist after operation, and occasionally th 
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preparation of poor surgical risks for operation. 
The results of surgical treatment and follow-up 
studies in a number of large series of cases reveal 
that the end-result is usually very satisfactory, 
the mortality is low, and serious postoperative 
sequel are infrequent. 

Medical treatment with iodine in organic com- 
bination in the form of di-iodotyrosine is recom- 
mended by Del Castillo and Dassen (51) and by 
Parhon and Ballif (149). They consider the ac- 
tion superior to that of iodine in other forms. 
Bram (24) points out the great tolerance in 
hyperthyroidism to quinine, and recommends 
this drug in large doses as an adjuvant in the 
medical treatment of exophthalmic goiter, to- 
gether with regulation of the diet, psychotherapy, 
and proper environment. Quinine may be used 
in combination with iodine. When recovery is 
attained, the singular tolerance to large doses of 
quinine disappears and the patient becomes 
normally susceptible to cinchonism. Sodium and 
ammonium fluorides were used to good ad- 
vantage by Macchioro (120) and Orlowski (147). 
Loeper, Soulié, and Bioy (118) advocate the use 
of sodium borate in toxic goiter. They report a 
return of protein equilibrium and lowering of the 
basal metabolism with amelioration of the 
clinical symptoms. The intramuscular injection 
of animal blood is advocated by Bier (17). 
Orlowski (147), on the other hand, was unable to 
note any benefits from animal blood treatment 
other than those occasioned by the rest in bed. 
Transfusion with human blood from normal and 
hypothyroid subjects is favorably reported upon 
by Biancalana (16). He believes the method of 
value in the pre-operative preparation of patients. 
Ergotamine was used with good results by Ewen 
(64) in a case of hyperthyroidism associated with 
psychosis. Anderson (7) discusses the value of 
quinidine in the treatment of cardiac irregularities 
due to hyperthyroidism. The drug is used in 
cases in which fibrillation persists more than 
three days after operation. Failure of response 
or recurrence of the irregularity indicates per- 
sistent hyperthyroidism. After adequate thy- 
roidectomy, the addition of quinidine therapy 
will restore normal rhythm in 96 per cent of 
cases of persisting fibrillation. A review of the 
end-results of medical treatment for toxic goiter 
was obtained by means of questionnaires ad- 
dressed to their patients by Eason and Wallace 
(57). Their impression was that the hte results 
were favorable and the mortality was low. They 
were unable to see any striking advantages of 
one form of non-operative treatment over any 
other, and assume that the course of the disease 
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is self-limited, tending to arrest itself in time. 
Engel (62), however, in a similar questionnaire 
follow-up of cases treated by all methods, found 
far the highest mortality among those treated 
medically. The percentage of cures did not exceed 
those from X-ray or surgical treatment, and the 
duration of treatment was longer. Satisfactory 
results were obtained in younger patients with 
milder forms of thyroid intoxication. Engel 
concludes that medical treatment should be 
limited to cases of this type. 

X-ray treatment is recommended by Williams 
(199), Menville (128), Quigley (155), Pfahler 
(151), Read (161), Labbé and Azérad (105) and 
Gaal (70). Menville received 75 replies from 200 
questionnaires sent to radiologists. He tabulates 
the results of treatment by radiation in 10,541 
cases, and reports a cure in 66 per cent, improve- 
ment in 21 per cent, failures in 12!2 per cent, and 
recurrences in 8! per cent. These figures coin- 
cide approximately with those reported by others 
mentioned. There is still a striking lack of 
accurately controlled and followed series of cases 
with studies of the basal rate, such as are avail- 
able regarding surgical treatment. Until such 
controlled reports are available, the true value of 
X-ray therapy will be difficult to determine. 
That X-ray treatment is not without danger is 
evidenced by the report of Schiddte (168) of a 
fatal thyroid crisis following X-ray exposure. 

The pre-operative preparation of patients 
with toxic goiter by means of iodine has found 
almost universal acceptance in the international 
literature. This agent, together with the usual 
rest and dietary and symptomatic medicamental 
treatment, is used routinely wherever thyroid 
surgery is done. In a study of the range of 
effective iodine dosage, Thompson, Thompson, 
and Cohen (187) found the daily administration 
of 0.75 mgm. to constitute the usual minimal 
effective dose. They state that the mortality 
from thyroid surgery has been reduced in the 
leading clinics from 1 to 4 per cent to from 0.25 
to 0.7 per cent since the introduction of iodine. 
In refractory cases, they advise waiting approxi- 
mately four weeks and then repeating the iodine 
administration. Koenig (101) states that from 
70 to 8o per cent of all patients with toxic goiter 
admitted to the Leipzig Clinic had been previously 
treated with iodine. Refractoriness to iodine was 
observed in 38 per cent of the cases, among which 
several fatalities occurred. Winkenwerder and 
McEachern (200) found iodine remission to occur 
in 144 of 157 cases studied, with an average drop 
in basal rate of 50 per cent during an average 
period of thirteen and one half days. The remis- 
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sion was transitory, a recurrence usually develop- 
ing whether iodine was continued or not. Winken- 
werden and McEachern urge that iodine be given 
only as a pre-operative measure. No difference in 
response was seen in diffuse as compared with 
nodular goiters, and the effect was independent 
of the preparation or solution of iodine used. 
Links (117) advises the blowing of oxygen against 
the mucous membranes of the gums as a means of 
increasing the oxygen tension in the blood. This 
procedure is said to ameliorate the symptoms and 
to lower the metabolic rate. Smirnov (177) 
claims that European statistics reveal a mortality 
rate of from 5 to 6 per cent, except in Oppel’s 
clinic, where the rate formerly was 9.3 per cent 
and, since the introduction of pre-operative blood 
transfusion, has dropped to 2.2 per cent. 

Little has been added to the operative technique 
of thyroidectomy. The operation is apparently 
standardized, with only minor differences as 
performed by different operators. Avertin is 
finding considerable use as a_pre-anesthetic 
(Nell, 139) in conjunction with local anesthetics 
and nitrous oxide. There is still a difference of 
opinion as to the wisdom of 1-stage as contrasted 
with multistage operations. Richter (164, 165) 
advocates the 1-stage attack as the routine treat- 
ment, and his low mortality rate (0.89 per cent) 
justifies his assertions. Most surgeons, however, 
employ the 2-stage procedure in certain selected 
cases. Jackson (93) uses it in cases of iodine-fast 
goiter. In the Lahey Clinic, multiple-stage opera- 
tions are still done in 30 per cent of the cases. 
Lahey believes that, particularly in the “apathet- 
ic type” of hyperthyroidism, multiple-stage opera- 
tions are indicated. Roeder (166) has noted a 
relatively high incidence of voice changes follow- 
ing thyroidectomy in cases in which there was 
definitely no injury to the recurrent laryngeal 
nerves. On the basis of a study of the innerva- 
tion of the larynx, he points out the proximity of 
the branches of the superior laryngeal nerve to 
the upper pole of the thyroid. When the superior 
pole is high, this nerve may be injured, with the 
production of various sensory and motor dis- 
turbances. Roeder describes a technique for the 
avoidance of nerve injury and other damage 
during operations on the superior pole of the 
gland. 

Modern surgery, with adequate pre-operative 
preparation and the use of local and nitrous 
oxide anesthesia, is essentially safe, as the con- 
sistently low mortality rates, particularly in the 
larger series of cases, indicate. The results of 
treatment are eminently satisfactory, the late 
results, when checked by an accurate follow-up, 
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are good, and the incidence of serious complica- 
tions is low. Proper selection of the time for 
operation is an important factor in the reduction 
of the mortality rates. Seed (175) establishes 
certain criteria of operability based on the weight 
curve, muscular strength, metabolic rate, and 
general condition of the patient. Richter(164,165), 
as stated, reports 1,235 consecutive cases of 
thyrotoxicosis with a case mortality of 0.89 per 
cent. He has personally followed 1,096 of the 
patients with repeated determinations of the 
basal metabolic rate. Of this series, 96 per cent 
were completely relieved of their intoxication, as 
evidenced by a normal metabolic rate. Of the 
remaining 39 patients, 23 consented to re-opera- 
tion and 21 of these were cured. Ultimate 
success was therefore obtained in 98.4 per cent of 
the cases. The so-called relapse, or recurrence, 
Richter considers practically always due to 
residual hyperthyroidism from failure to remove 
an adequate amount of the gland. Brenizer (31) 
reports 2,813 thyroidectomies with 17 deaths. 
Seventeen of the patients continued to be hyper- 
thyroid and were re-operated upon, with ultimate 
relief in all but 1. In a number of the cases 


transitory hypothyroidism was manifested, but 
persisted in only 1. One fatal tetany, 3 mild ones. 
and 4 unilateral laryngeal nerve paralyses were 
observed. Clute and Veal (42) carefully studied 
the end-results in a series of patients who had 


been operated upon over five years previously. Oi 
the 97 patients in the series, 82 were completely 
and satisfactorily cured; 7 manifested slight 
toxicity, which was entirely controlled by the 
continued use of iodine; 3 developed myxcedema 
which was entirely controlled by thyroid ex- 
tract; 4 were still toxic, but were able to work. 
One patient died following a recent operation 
for recurrent hyperthyroidism. Clute and Veal 
conclude that 92 (94.8 per cent) of the patients 
are cured by adequate surgical therapy. Noehren 
(142) reports a similar series examined after two 
years, 94.75 per cent of whom showed complete!y 
satisfactory results. Allowing for those he was 
unable to follow, he estimates the incidence of 
permanent cure at go per cent and the mortality 
at 1 percent. Of 12,690 patients whose cases are 
reviewed by Crile (46), 97 per cent were in gov 
or fair condition one or more years after opera- 
tion, 3.03 per cent had persistent hyperthyroidism. 
2.7 per cent had hypothyroidism, 1 per cent ha: 
tetany, and 1 per cent had recurrent laryngea! 
nerve paralysis. 

Complications and sequele following thyroide:- 
tomy. Under the title “Postoperative Grave - 
Disease,’ Bram (23) discusses the cases of 502 
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patients with hyperthyroidism who had under- 
gone I or more thyroidectomies. These con- 
stituted 13 per cent of his total material. Bram 
differentiates several forms of postoperative 
Grave’s disease, including persistence of the 
original syndrome without an intervening period 
of apparent normality; recurrence of the symp- 
toms after an interval of normality; the existence, 
in combination, of so-called hypothyroidism and 
hyperthyroidism, with or without a brief period 
of apparent well-being immediately following 
thyroidectomy; and persistence or recurrence of 
Grave’s symptoms with a complicating acrome- 
galy or psychosis. He infers from his observations 
that Grave’s disease is not the same as hyper- 
thyroidism and is not primarily a disease of the 
thyroid. He therefore objects to routine thy- 
roidectomy in the treatment of the condition. 
The acute thyroid crisis is discussed by Greene 
and Greene (77). Although this complication 
usually follows thyroidectomy, it may occur 
after psychic traumas or with intercurrent infec- 
tions. Greene and Greene report fatal cases 
following tonsillectomy and the injection of 
varicose veins in patients with hyperthyroidism. 
Early recognition and therapy consisting of the 
administration of iodine, fluids, glucose, and 
morphine are demanded. After recovery from 
such a crisis, an adequate period should elapse 
before surgical intervention is undertaken. Fatal 


air embolism following substernal thyroidectomy 
is reported by Urban (193), and fatal pulmonary 
embolism arising from thrombosis of the left 
hypogastric and iliac veins following thyroidec- 
tomy for an apparently toxic nodular goiter is 


reported by Lieblein (116). The latter is of 
interest in view of the proverbial infrequency of 
embolism following thyroidectomy and the post- 
operative use of thyroid as prophylaxis for em- 
bolism. Boshamer (21) asserts that thyroxin 
offsets the vagotonic effects of abdominal opera- 
tions and thereby is effective in reducing the 
tendency toward thrombosis and embolism. 
Discussing injuries of the recurrent laryngeal 
nerve, Lahey (106) states that the adductor 
fibers are more resistant than the abductor 
fibers. If bilateral complete division occurs, the 
cords first assume a cadaveric position, permitting 
adequate respiration, but preventing normal 
phonation. Later, as the result of fibrosis and 
contraction, the cords approximate one another, 
with restoration of the voice, but with dyspnoea on 
exertion. Respiratory obstructions occurring 
during or immediately after operation are usually 
due to angulation or pressure on the trachea. 
Submucous resection of the cords has been found 
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of value in old, long-standing cases of bilateral 
abductor paralysis, permitting removal of the 
tracheotomy tube. Froeschels (69) reports good 
results from training patients with unilateral 
paralysis of the recurrent nerve to limit the 
amount of air expired while speaking. By this 
means they are able, within a short time, to 
learn to speak in a pleasant voice. 

The parathyroid glands, according to Collip 
(44), regulate the calcium metabolism by acting 
upon the connective tissue elements of the bones. 
For the treatment of parathyroid tetany, Schult- 
zer (174) recommends injections of parathyroid 
extract together with calcium chloride and 
Vitamin D by mouth. When the blood calcium 
reaches the normal level he stops the hormone 
injections and continues treatment with calcium 
and Vitamin D. O’Brien (144) collected 42 cases 
of cataract complicating postoperative tetany, 
and adds 3 of his own. The cause of the cataracts 
is unknown. The condition is frequently bilateral 
and may progress in spite of treatment which con- 
trols all other manifestations of tetany. The lens 
changes are not specific. Operation is the only 
known treatment. 

Naffziger (136) reports 6 cases in which exoph- 
thalmos progressed after surgical relief of hyper- 
thyroidism, with serious damage to the eyes and 
impairment of vision. Operation, consisting of 
intracranial removal of the orbital plate and the 
roof of the optic foramen, was done without 
mortality and with striking recession of the 
exophthalmos and improvement in vision. The 
ocular muscles were found to be enormously in- 
creased in size. Specimens of these muscles re- 
moved at operation were found to be pale, 
oedematous, and fibrotic. The increased bulk of 
the retrobulbar tissues due to the myositis is 
considered to be the cause of the exophthalmos. 
Friedenwald (66) examined the orbital tissues in 
a series of 6 cases of exophthalmic goiter that 
came to autopsy. In 1 of them, in which no 
operation had been done, changes in the ocular 
muscles similar to those described by Natffziger, 
were found. The orbital trouble had apparently 
preceded the hyperthyroidism in this case by 
several months. Friedenwald believes that the 
orbital myositis is a separate disease entity, and 
not part of the ordinary picture of hyperthy- 
roidism. A case of arteriovenous aneurism of the 
thyroid vessels following thyroidectomy is report- 
ed by Selman and Freedlander (176). 


HYPOTHYROIDISM 


Recognition of the relation of hypothyroid 
states to clinical syndromes and dysfunctions of 
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various organs finds expression in numerous re- 
ports from many fields of medicine. From the 
field of otolaryngology, Bryant (33) records relief 
following the administration of thyroid in cases of 
persistent eczema and furunculosis of the audi- 
tory canal, tinnitus, tubal catarrh, and oto- 
sclerosis, as well as nasal obstructions, inflamma- 
tions, hoarseness, migraine, and trigeminal neu- 
ralgia. Relief of keratodermia of the palms or the 
soles in hypothyroidism, by the administration of 
thyroid is reported by Mussio-Fournier (134). 
Gynecological disturbances, chiefly menorrhagia, 
may be due to hitherto unrecognized hypothy- 
roidism and may occur even in the presence of a 
normal metabolism, according to Waters and 
Williams (197). Breckinridge (25) attributes 
cases of amenorrhoea, abortion, premature labor, 
and death of the fetus to lack of thyroid. Two 
cases of “‘myxoedema heart” are reported by 
Ayman, Rosenblum, and Falcon-Lesses (12). 
Enlargement of the heart with return to normal 
following thyroid treatment is considered a 
diagnostic feature of this condition. Abdominal 
pains suggesting surgical disease may also be due 
to hypothyroidism, according to Hinton (86). 
Ascites on a hypothyroid basis is described by 
Evans (63) and Beretervide and Herrera (15). 
Stoll (181) describes personality changes due to 
myxcedema which may even lead to commit- 
ment to an institution for the treatment of 
mental disease. Cattell and Ramsey (37) report 
delayed ossification in hypothyroidism during the 
growing period. Stokes (180) emphasizes the 
value of blood-cholesterol determinations in the 
diagnosis and treatment of myxcedema. He finds 
the cholesterol increased from the normal (160 to 
200 mgm. per cent) to values ranging from 311 to 
1,000 mgm. percent. Under thyroid therapy these 
values fall to within normal limits. Youmans and 
Riven (206) believe that the clinical picture of 
hypothyroidism without myxcedema is more com- 
mon than is generally appreciated. The absence 
of definite signs and symptoms of myxcedema 
and the vagueness of the symptoms account for 
the difficulties in diagnosis. Of great diagnostic 
importance are the basal metabolic rate and the 
response to thyroid therapy. 


ANOMALIES, INFLAMMATIONS, TUMORS 


Aberrant thyroid tissue. Moritz and Bayless 
(132) report 6 cases of lateral cervical tumors 
arising in aberrant thyroid tissue. These tumors 
were truly aberrant as they were not connected 
with the thyroid gland. Some were multiple, 
others single. Benign, malignant, and combined 
benign and malignant growths were included in 


the 6 cases. The benign as well as the malignant 
tumors were frequently papilliferous. Other 
cases are reported by Vidgoff (195), Eberts (58), 
and Cooke (45). 

Ulrich (192) states that in most of the reporte:/ 
cases of lingual goiter in which extirpation has 
been done, the operation resulted in myxcedema. 
The reason for this is that downward develop- 
ment of the gland usually ceases when it is 
arrested at the base of the tongue. The mere 
presence of a lingual thyroid does not indicate its 
removal. Surgery is justified only if symptoms 
are being caused. Ulrich advises preliminary 
tracheotomy in such cases and exploration of the 
thyroid region to determine the presence or 
absence of a normally situated gland. If excision 
is done, thyroid therapy should be immediately 
instituted. In addition to Ulrich’s 2 cases, others 
are reported by Ziegelman (208), Grace ani| 
Weeks (76), and Bisi (19). Ovarian struma is 
described by Witherspoon (201) and Macleod 
(121). In both cases the thyroid tissue was part 
of a teratomatous cyst. 

Inflammations of the thyroid gland. The subject 
of thyroiditis is reviewed by Clute and Lahey 
(41). They divide the inflammations into simple, 
suppurative, and chronic forms, each of which 
may appear primarily in the thyroid gland or 
may be secondary to a general infection. Asa 
rule, inflammation of the tonsils, teeth, or upper 
respiratory tract precedes the thyroid involve- 
ment. Chronic thyroiditis includes non-specilic 
inflammation which may follow an acute thy- 
roiditis or may be secondary to inflammations 
elsewhere. This form may be accompanied by 
hyperplasia and symptoms of hyperthyroidism. 
The specific forms include Riedel’s struma, 
tuberculous thyroiditis, and syphilis of the 
thyroid gland. A case of gonococcal thyroiditis 
with abscess formation is reported by Alexan- 
dresco-Dersca and Jonesco (5). ‘Tuberculosis oi 
the thyroid producing clinical manifestations is 
rare. Rankin and Graham (157) report that in 
the microscopical examination of 20,758 glan«s 
removed surgically at the Mayo Clinic over 4 
period of eleven years, tuberculosis was diagnose:! 
in 21 (approximately o.1 per cent). In only ; 
recorded cases has the diagnosis been made pre 
operatively. Hyperthyroidism with a_ basa! 
metabolism of +19 or higher was noted in 15 
of the Mayo Clinic cases. Rankin and Graham 
were unable to determine whether hyperplasia 0! 
the gland predisposed to tuberculosis or wa- 
secondary to it. Convalescence after thyroi- 
ectomy was the same as in uncomplicated case- 
and the prognosis is considered as good. 
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Tumors. That the ordinary nodules of the 
thyroid gland which were formerly considered 
adenomata should be removed from the category 
of neoplasms is generally conceded. Whether 
there are true adenomata of the thyroid gland as 
distinct from this category is still an open ques- 
tion. Lahey (110) believes that fetal adenomata 
occur, and usually as single, discrete, encapsulated 
nodules. He states that almost all malignancies 
of the thyroid in his cases have arisen in such 
nodules. Since these nodules are benign for a 
time and since it is impossible to predict when 
malignant degeneration will ensue, he believes 
that removal of such nodules should be done as a 
prophylactic measure. Three cases of carcinoma 
of the thyroid in children from the same clinic 
are reported by Cattell (36). 
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Adelstein, L. J., and Courville, C. B.: Traumatic 
Osteomyelitis of the Cranial Vault, with Par- 
ticular Reference to Pathogenesis and Treat- 
ment. Arch. Surg., 1933, Xxvi, 530. 


Secondary osteomyelitis of the cranial vault fol- 
lowing injuries to the head is not very common. Its 
infrequency is due to the improved treatment of 
scalp injuries by the removal of foreign bodies which 
contaminate the wound, the excision of destroyed 
tissue, and the use of antiseptics. The organisms 
causing the condition enter the bone in several ways. 
In local bruises with or without open wounds they 
are presumably introduced by the traumatic agent 
or from infected hair follicles. In closed wounds 
they may sometimes be blood borne. In open 


wounds they may be introduced into the bone when 
the outer layer is ground off by scraping or glancing 
injuries which are often accompanied by irregular 
tearing or avulsion of the overlying scalp. In cases 
of compound comminuted fracture of the skull frank 
infection may develop either immediately or after an 
interval of latency. In some cases the bacteria are 


introduced secondarily by extension of skin infec- 
tions such as furuncles or boils. 

On the basis of its characteristic appearance in the 
roentgenogram, traumatic osteomyelitis of the skull 
may be classified as follows: 

1. Localized osteomyelitis following an open 
wound of the scalp, a local injury which has left the 
scalp intact, or the direct implantation of infection 
into the diploé by abrasion of the outer table. 

2. Spreading osteomyelitis following invasion of 
the diploic venous channels from a fracture line or 
operative defect. 

3. Infectious necrosis of fragments in a com- 
minuted skull fracture due to direct or indirect in- 
fection of the fragments from a contaminated over- 
lying wound or a secondarily infected operative 
wound. 

As is characteristic of localized osteitis of the 
skull, extradural abscess is the most common intra- 
cranial complication. The accumulation of pus is 
the result of a downward spread of the infection 
through the inner table. Local dural hyperemia is 
followed by the formation of granulation tissue and 
the exudation of pus. In most instances an extra- 
dural abscess is evacuated spontaneously by dissolu- 
tion of the overlying bone, but occasionally trephina- 
tion and drainage are necessary. These procedures 
are indicated when evidences of sepsis and localizing 
neurological signs make their appearance in a recog- 
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nized case of osteomyelitis. The authors cite exam- 
ples of infection of this type and point out that }e- 
cause of the peculiar anatomy of the flat bones of the 
skull, the arrangement of the blood supply, the 
diploé, and the closed venous system, radical pro- 
cedures have no place in the treatment of the conii- 
tion. The treatment indicated is the opposite of the 
treatment indicated for acute osteomyelitis of the 
long bones. 

The prevention of osteomyelitis of the skull de- 
pends mainly on careful handling and thorough 
débridement of wounds of the head causing com- 
pound fractures with indriven fragments of bone 
and débris from the street. It is necessary to remove 
all fragments of comminuted bone, hair, and other 
extraneous materials, which in such cases always 
mean potential infection. A thorough débridement 
of irregular margins of wounds after the remova! of 
foreign material will often allow healing by primary 
intention. In the course of exploration for under|y- 
ing fractures it has been the practice also to iodinize 
thoroughly and repeatedly all wounds extending 
through the galea. The active case may present an 
infected appearing wound of the scalp with irregular 
edges which drains variable amounts of foul-smelling 
pus. The type of involvement of the bone is sug- 
gested by the history of the case and can be deter- 
mined definitely by roentgen examination. ‘|he 
local treatment consists of daily dressings with care- 
ful cleansing of the wound and the application of bal- 
sam of Peru. Balsam of Peru is slightly antiseptic, 
keeps the wound moist, and favors the formation of 
healthy granulation tissue. Exuberant granulations 
that threaten to close draining sinuses should be 
cauterized with a silver nitrate stick. 

The process of sequestration is often slow and 
should be checked roentgenologically every three or 
four weeks. The time of separation of the infected 
fragments depends upon the virulence of the infec- 
tion and the type of the lesion. In some cases the 
sequestrum is discharged spontaneously and is found 
at the time of the daily dressing. If the sequestrim 
is large, enlargement of the opening of the discharg- 
ing sinus may be sufficient to permit the passage of 
the bony fragments. As a rule healing does not take 
place until all large sequestra have been discharged 
or removed, but in two of the authors’ cases of 
osteomyelitis of fragments in comminuted fric- 
tures it occurred when small fragments were still 
present. Occasionally, surgical removal of we'l- 
formed sequestra is justified to shorten the course 
of the infection. At no time is it warranted or necvs- 
sary to smooth the surrounding edges of the defcct 
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in the skull, as this procedure tends only to open 
widely the diploic spaces and permit the spread of 
the infection. Under ordinary circumstances the 
most rational type of surgical treatment for trau- 
matic osteomyelitis of the skull is simple removal of 
completely detached sequestra. The occurrence of 
an extradural abscess that does not drain and the 
formation of a secondary subdural abscess neces- 
sitate exploration and drainage, preferably at the site 
of the original bony necrosis. In some cases it may 
be necessary to enlarge the opening made by the 
burr as an extradural abscess may not be located 
immediately beneath the area of focal necrosis. 

It is of importance to build up and maintain the 
patient’s resistance as this type of infection usually 
runs a course of months. In the cases of patients in 
poor condition and in those of children such meas- 
ures as exposure of the body to ultraviolet light or 
the sun and the administration of cod liver oil are 
employed. Such patients should be ambulatory and 
out of doors as much as possible. If no complica- 
tions arise, they may be treated in the office and, 
with suitable protection, may carry on their occupa- 
tions. MANUvEL E. M.D. 


Chen, H. I., and Loucks, H. H.: Composite Tumors 
of the Salivary Glands. A Clinicopathological 
Study of Forty-Five Cases. Chinese M.J., 1933, 
xlvii, 138. 

The authors discuss simple mixed tumors and 
those with malignant changes, but not tumors 
which were primarily malignant. Twenty-eight of 
those reviewed were in the parotid region, nine were 
in the submaxillary region, and eight were in the 

alate. 

: Mixed tumors contain elements simulating tissues 
of both epiblastic and mesoblastic origin. Several 
theories regarding the origin of these tumors are 
reviewed. According to the theory most widely 
accepted, they are of ectodermal origin. Embryonic 
rests or inclusions of mesenchyme derived from 
ectoderm may account for all of the various tissues 
found. Ewing agrees that the tumors do not arise 
from endothelial tissue, and concludes that no one 
source has been definitely established. These of 
the adenomatous type probably develop from the 
acini and ducts of the gland. The basal-cell and 
adenoid cystic endotheliomata are encapsulated or 
extraglandular, arising from misplaced or embryonal 
tissue or from branchial remnants. Mucous tissue 
and cartilage may be derived from epithelium and 
do not need to be included among the tissues of 
origin. 

Various factors have been suggested as predis- 
posing to the development of mixed tumors, but in 
only three of the authors’ cases was there a history 
of association with other factors. In one of the 
latter there was a history of trauma; in another, a 
history of abscess; and in a third, a history of 
severe toothache. 

Mixed tumors are usually encapsulated. ‘They 
may lie on the surface of the gland or may be em- 
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bedded in it. They may be connected with the 
gland by a pedicle or may be found at some distance 
away from it and with no apparent connection to it. 
They are associated with the parotid, submaxillary, 
and palatal glands in the ratio of 6:2:1. Occasionally 
they occur in the lips, nares, and eyelids. They are 
not found in the tongue or the sublingual glands. 
They are often lobulated, and may present both 
hard and soft areas. Because of the heterogeneous 
composition revealed in the cut section, the diag- 
nosis can usually be made from the gross specimen. 
The tumor may be composed entirely of a clear 
homogeneous mucinous material separated by thin 
septa, or may be cellular throughout and pale gray. 
Varying amounts of cartilage may be present. 

On microscopic examination the parenchymal 
epithelial cells show two general types of arrange- 
ment, either forming glandular or cystic structures or 
appearing in irregular masses, strands, or anasto- 
mosing columns. The cells of the glands or cysts 
are usually small and cuboidal, whereas those of the 
solid cords or strands are cuboidal, polygonal, or 
rarely, spindle-shaped. There may be masses of 
typical squamous cells with characteristic inter- 
cellular bridges and keratin pearls. The stroma 
consists usually of fibrous or mucinous tissue or 
cartilage; less frequently fat and bone are found. 
The fibrous tissue may be dense or loose. It may 
have become hyalinized and have a deeply acido- 
philic stain, or the fibers may be loosely arranged 
and the intercellular spaces filled with a pale blue 
homogeneous substance presenting the appearance 
of mucinous tissue. When the intercellular sub- 
stance is increased in density the appearance is that 
of a cartilaginous matrix. An intermediate stage 
has been named “pseudo-cartilaginous tissue.” 
Morphologically, the epithelial and stroma cells 
are closely related and a complete series of transi- 
tional forms between epithelial cells and mesoblastic 
cells may be seen. 

Forty-one of the neoplasms reviewed by the 
authors were typical mixed tumors varying mainly 
in the amount and type of the different tissues. 
Four of them were very cellular and showed pre- 
dominant epithelial tissue and a scanty fibrous 
stroma. The epithelial cells varied in size, shape, 
and staining qualities and showed numerous 
mitoses. These tumors proved to be malignant. 

Mixed tumors may occur at any age, but are most 
frequent in the third and fourth decades of life. 
They occur with equal frequency in both sexes and 
on both sides of the body. In the cases reviewed 
the shortest duration of the neoplasm before opera- 
tion was six months; the longest, thirty-seven 
years; and the average, eleven and a half years. The 
longest reported duration in other series of cases 
was forty-eight years. The longer average duration 
in the cases reviewed by the authors was in agree- 
ment with the advanced age at which most condi- 
tions receive treatment in China. Asa rule there is 
a history of slow growth of the tumor for years with 
a period of more rapid growth just before the patient 
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sought treatment. A history of recent rapid growth 
may indicate malignant change in a previously 
benign tumor. The size attained by the neoplasm 
varies from that of a walnut to that of an adult’s 
head. 

Tumors of the palate cause early symptoms. 
Most of them are of firm consistency. Many con- 
tain both hard and soft areas. Some are cystic or 
of an elastic consistency. The surface of the growth 
may be smooth, lobulated, or nodular. As a rule 
the tumor is freely movable. Fixation indicates the 
development of invasive powers and_ suggests 
malignancy. Regional and remote metastases are 
rare. Local glandular involvement occurs late 
even after malignancy develops. Erosion of the 
mandible by a submaxillary tumor was found in 
one of the cases reviewed, and erosion of the hard 
palate in two cases of palatal growths. Ulceration 
occurred in five cases, and healed ulcers were found 
in three. In every instance ulceration followed 
needling or the application of native medicinal 
plasters. 

In 40 per cent of the cases pain developed late in 
the course of the condition. As a rule it was an 
occasional symptom, and in many cases it occurred 
only after manipulation, incision, or the develop- 
ment of ulceration and infection following the appli- 
cation of a plaster. In two cases the seventh cranial 
nerve was paralyzed. In one case the paralysis of 
this nerve was due to a previous operation and in 
the other was associated with paralysis of the fifth 
cranial nerve due to malignancy. Loss of weight, 
interference with chewing, swallowing, or talking, a 
decrease of the flow of saliva, and nasal obstruction 
occurred in from one to six cases of the series. The 
general condition was usually good. Anaemia was 
insignificant. 

The treatment of choice is early complete re- 
moval. Late or incomplete removal is often followed 
by a malignant recurrence. Mixed tumors are 
usually well encapsulated and can be enucleated 
under local anesthesia. Radical operation is 
difficult, particularly in the parotid region where a 
part or all of the gland must be removed. Stenson’s 
duct and the branches of the facial nerve must be 
protected. Previously ligation of the external 
carotid artery makes the operation easier and safer 
by controlling the bleeding which would be excessive 
without it. 

The authors disagree with Kammerer who advised 
enucleation of slowly growing tumors of the parotid 
and submaxillary glands. They believe this to be 
unsafe even in the early stages because the epithelial 
cells are concentrated at the periphery where they 
may adhere to, or penetrate, the capsule and there- 
fore may be left behind. Gentle handling to pre- 
vent rupture and spilling of the contents is im- 
portant. Branches of the seventh nerve should be 
sacrificed if they are incorporated in the tumor. In 
two of the cases reviewed, temporary paralysis last- 
ing for a few months followed stretching of the 
nerve during operation. Bloodgood states that 
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irradiation offers palliation and controls the growth. 
The authors’ experience with irradiation has been 
too limited for them to express an opinion regard- 
ing it. 

The prognosis of mixed tumors of the salivary 
glands is excellent when radical excision is done at 
the primary operation. The dangers arise from: 
(1) traumatization, (2) delay of treatment until 
malignant changes has occurred, and (3) incomplete 
operation. 

Of the patients whose cases are reviewed, twenty 
are well, three have a recurrence, and twenty-two 
cannot be traced. Of the twenty who are well, 
eleven were operated upon more than a year ago, 
Nine (20 per cent) of the tumors showed malignant 
changes on microscopic examination. 

E. S. PLatt, M.D 


EYE 


Fuchs, A.: Concerning Unusual Ulcers of the 
Cornea and Their Treatment. Brit. J. Opii'ii., 
1933, XVii, 193. 

Following a brief description of two common 
types of corneal ulcer, herpetic and marginal iniil- 
trates due to acne rosacea, the author reports cases 
of keratomycosis fascicularis, marantic ulcer, 
dendritic keratitis, dendritic keratitis with second- 
ary infection or “wild geworden herpes,” and 
serpigenous ulcers. 

Beginning serpent ulcers are cauterized with the 
electric cautery if a considerable part of the pupillary 
area is clear. If the pupil is covered by ulcerated 
cornea, the base of the ulcer is trephined direci\y 
over the pupil and within the advancing border 0} 
the ulcer if possible. The trephine opening is 1'. 
mm. in diameter and is placed so that no anterior 
synechia will occur. In making the trephine open- 
ing, great care must be used to avoid injury to the 
lens, since Descemet’s membrane is separated trom 
the corneal stroma, the anterior chamber contains 
a hypopyon, and one may perforate the cornea with- 
out having any aqueous gush forth. Injury to the 
lens is avoided by opening the inner corneal layers 
with a Graefe knife held parallel with the plane of the 
iris. After the eye has become quiet, an optical 
iridectomy is done at the most advantageous site 

Fuchs has found this method of treatment supe 
rior to any other, since progression of the ulcer is 
stopped at once unless it is due to an overwhelming 
infection which nothing will stop. The resulting 
scar is smaller than the scars following cauterization. 

SAMUEL A. Durr, M.D. 


EAR 


Druss, J. G.: The Réle Which the Epidermis Plays 
in Suppurations of the Middle Ear. 11 /. 
Otolaryngol., 1933, xvii, 484. 

Following a review of the literature on the réle o/ 
the epidermis of the tympanic membrane in sup- 
purations of the tympanum and mastoid, (ic 
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author reports a study of serial sections of 120 
temporal bones. He states that not infrequently it 
is found that the epidermis has grown onto the 
inner aspect of the tympanic membrane. This 
struggle between the mucosa and epidermis is often 
the cause of suppuration even in the absence of bone 
disease or an open eustachian tube. In 3 of the 
author’s cases there was an invagination of epidermis 
in Shrapnell’s membrane. 

In conclusion Druss discusses the various theories 
regarding the cause of primary cholesteatoma and 
the variety of therapeutic measures advocated for 
chronic suppurations of the middle ear. 

Greorce R. McAuurr, M.D. 


NOSE AND SINUSES 


Bernheimer, L. B., and Cutler, M.: The Effects of 
Radiation on Allergic Nasal Mucosa: A Further 
Report. Arch. Otolaryngol., 1933, xvii, 658. 


Of forty cases of vasomotor rhinitis treated by 
irradiation, satisfactory clinical results were ob- 
tained in a large percentage. The results have re- 
mained constant for a period of one year. 

The method of irradiation described is safe, no 
untoward results having been observed in any of 
the cases in which it was used. 

The authors are now investigating the clinical and 
histological effects of irradiation in cases of hay 
fever. James C. BrAsweLt, M.D. 


Fenton, R. A., and Larsell, O.: An Experimental 
and Clinical Study of the Histiocytes in Acute 
and Chronic Inflammation of the Accessory 


Sinuses. Laryngoscope, 1933, xliii, 233. 


In an attempt to determine the réle of the histio- 
cytes in inflammation of the nasal accessory sinuses 
the authors carried out experiments on the mucous 
membrane of the cat and human mucous membrane. 
In the experiments on cats, injection of the frontal 
sinus with a large variety of substances was followed 
by a subcutaneous injection of 1 per cent trypan 
blue and fixation of the inflamed mucosa after two 
or three days. The experiments on human mucous 
membrane were made in selected cases of inflam- 
mation of the maxillary sinus in which the involve- 
ment appeared both clinically and roentgenologic- 
ally to be equal. The two sides were treated differ- 
ently, and after a lapse of time the membranes were 
removed by radical operation and studied histo- 
logically. 

Among the substances used were castile soap jelly, 
a thin glucose solution, a 50 per cent emulsion of 
cocoanut oil, jelly of chondrus crispus, milk of mag- 
nesia, 5 per cent calcium hydroxide, 1 per cent cal- 
cium lactate, 1 per cent sodium phosphate, and 2 
per cent dichloramin-T. 

The findings indicated that the local use of solu- 
tions or suspensions of alkaline earth salts or hy- 
droxides favors the mobilization of histiocytes. Oily 
and colloidal substances destroy the epithelium and 
favor infection by impairing ciliary action, thereby 
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leading to invasion of the subepithelial stroma 
by polymorphonuclear cells without an increase in 
histiocytes. The chlorides seem to favor cedematous 
changes with a marked increase in lymphocytes. 
Joun F. Deru, M.D. 


MOUTH 


Duffy, J. J.: Conservative Procedure in the Care 
of Cervical Lymph Nodes in Intra-Oral Car- 
cinoma. Am. J. Roentgenol., 1933, xxix, 241. 


Attention is called to the correction of a typo- 
graphical error which occurred in the abstract of 
this article appearing on page 6 of the July, 1933, 
issue of the INTERNATIONAL ABSTRACT OF SURGERY. 
The first sentence of the fifth paragraph should 
read: “In cases with operable metastases in the 
lymph glands, complete removal of the contents 
of both the anterior and the posterior triangles of 
the neck, together with the sternomastoid muscle 
and internal jugular vein, is done.” 


Verescinskij, A.: The Treatment of Tumors of the 
Soft and Hard Palates (Ueber Behandlung der 
Geschwuelste des harten und weichen Gaumens). 
Nov. chir. Arch., 1932, Xxvi, 161. 


The author discusses the treatment of tumors of 
the hard and soft palates and the uvula on the basis 
of twenty-five cases of such neoplasms—twenty 
carcinomata, four epitheliomata (mixed tumors), 
and one melanoma. 

In cases of well circumscribed and freely movable 
carcinomata of the soft palate and uvula, electro- 
excision and radium puncture give equally good 
results. Radium treatment has the advantage of 
leaving a better functioning soft palate. When the 
tumor is not limited to the uvula, electro-excision 
may influence phonation unfavorably. 

For leucoplakia, hyperkeratosis, and the so-called 
precancerous involvement of the gums, electroco- 
agulation or the application of radium by means of 
a celluloid prosthesis is recommended. 

In cases of uncornified cancers of the soft palate, 
which sometimes spread to the pharynx or tonsils, 
a preventive irradiation with the X-rays followed by 
the intra-oral application of radium is indicated. 
For cases of cornified cancer of the gums involving 
neighboring organs, the author recommends the 
external application of radium followed by electro- 
excision and the internal application of radium. 
When a sufficient amount of normal tissue remains, 
radium puncture may be used instead of electro- 
excision if the condition is only moderately advanced. 

Cases of cancer of the gums with involvement of 
the cervical glands must be treated individually 
according to the extent of the cervical metastases. 
After roentgen irradiation a radical operation accord- 
ing to Crile’s technique may be done. In cancer of 
the gums with considerable enlargement of the 
cervical glands the prognosis is poor, but in moder- 
ately advanced cases which have not been neglected 
and are properly treated it is good. 
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The so-called mixed tumors, which in reality are 
epitheliomata, are treated best by operation. 

Localized melanomata of the gums may be re- 
moved by electro-excision. 

The author’s results were as follows: Of eighteen 
patients with cancer of the gums, eleven are clinically 
well and seven are dead. One of the latter died of 
pneumonia two years and three months after the 
treatment, without a local recurrence. In the cured 
cases the cure has lasted for four years, three and a 
half years, and six months in one case each, for two 
and a half years in two cases each, and for two years 
and for one year in three cases each. 

G. (Z). 


NECK 


Hanford, J. M.: Surgical Excision of Tuberculous 
Lymph Nodes of the Neck. A Report on 131 
Patients with Follow-up Results. Surg. Clin. 
North Am., 1933, Xiii, 301. 


This is a report on 131 patients with tuberculosis 
of the neck who were treated by excision in the past 
nine years. The success of surgical removal depends 
on early diagnosis. The more common diseases with 
which early tuberculosis of the cervical nodes may 
be confused are low-grade adenitis, simple hyper- 
plasia of the glands, simple chronic adenitis, sebace- 
ous cyst, Hodgkin’s disease, lymphosarcoma, and 
branchial cyst. 

The chief characteristics of early tuberculosis of 
the cervical lymph nodes are: 

1. Nodes enlarged to from 1.5 to 2 cm. in diam- 
eter or a mass of 2 cm. or more persisting for longer 
than from six to eight weeks and associated with 
slight or no evidence of acute inflammation. 

2. Slight fluctuation if liquefaction has begun. 

3. A slight but definite constitutional reaction 
characterized usually by anemia, loss of energy, 
failure to gain weight, and loss of appetite. 

4. Roentgen-ray evidence of calcification in the 
neck. 

5. Microscopic evidence of tuberculosis in the 
removed tonsils. 

6. Sterility of cultures of aspirated “pus” from a 
fluctuating part which are made on ordinary media 
for pyogenic cocci. 

7. Positive biopsy findings. As a rule biopsy 
should be a radical complete excision. 

Syphilis rarely, if ever, causes local enlargement 
of nodes likely to be mistaken for tuberculous nodes. 
A positive Wassermann reaction does not rule out 
tuberculosis. 

The pathological changes are dependent mainly on 
3 processes: cellular infiltration, necrosis, and fibro- 
sis. These processes may be present in various com- 
binations. In addition, there is the process incident 
to secondary infection, and the process of cicatrix 
formation. 

Clinically, tuberculous lesions in the neck are of 
the following 6 main types: 

1. Simple enlarged nodes. 
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2. A diffuse firm swelling (firm nodes with much 
periadenitis). 

3. Cystic or slightly fluctuating nodes. 

4. Definitely fluctuating swellings, evidently con 
taining fluid in quantity. These are ‘cold ab- 
scesses.”’ 

5. Sinuses from former abscesses which tend to 
persist. 

6. Skin tuberculosis either about the sinus open. 
ing or as part of a superficial cold abscess wall. 

These types may occur singly or in various com- 
binations and in various locations on either side o/ 
the neck. 

The examination of patients with enlarged cer 
vical nodes or disease of the neck should include: 

1. A complete history, with particular reference 
to facts concerned in the pathogenesis of the disease. 

2. A complete physical examination. The lungs, 
spleen, abdomen, and other lymph-node regions es- 
pecially should be examined. The neck should be 
examined with great care and diagrams made for 
future reference. 

3. A study of possible foci of infection made by 
specialists. 

4. A routine urine examination, a complete blood 
count, and a blood-Wassermann test. 

5. An X-ray study of the lungs and for evidence 
of calcification in the diseased region of the neck. 

6. In the cases of children, a skin tuberculin test. 

7. A microscopic examination of fluid, curettings. 
or tissue removed. 

8. Guinea-pig inoculation with fluid or tissues ii 
necessary. 

g. Examination of tissue removed in therapeutic 
operations. Tonsils especially should be sectioned. 

All of the operations reported were therapeutic. 
that is, not merely biopsies, and in all of the cases the 
presence of tuberculosis was proved by examination 
of the tissues. 

Roentgenograms of the chest were made in near] 
every case and showed evidence of active tuberculo- 
sis in 13. Asa rule it is not advisable to excise tuber. 
culous lesions from patients with active disease o/ 
the chest, but there may be exceptions to this general 
policy if the lesions are small. 

Among the cases reviewed there were 13 of perma. 
nent paralysis of the lower lip or the trapezius mus- 
cle due to operation. 

Operation was followed by a completely satisfac 
tory result in 69.4 per cent of the 131 cases. Eighty 
seven per cent of the patients were apparently cured, 
but had a defect of minor importance in their appear- 
ance or sensation. 

The anesthetic used in all cases except those in 
which novocain was employed was ether. The ether 
was administered with an “‘anesthetometer.”” Until 
the summer of 1930, anesthesia was induced with 
nitrous oxide, but since that time the use of nitrous 
oxide has been eliminated and the amount of ether 
decreased by the use of avertin. 

Excision is a direct therapeutic method of remov 
ing tubercle bacilli from the body. There is no cer- 
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tain method of destroying them in the living tissues. 
No doubt they are often rendered permanently in- 
active by non-operative treatment, but this result is 
uncertain, and unless the bacilli are destroyed or re- 
moved they may cause re-appearance of the disease 
at any time. 

Excision in the early or the limited stage of the dis- 
ease gives as good a surgical result as operation for 
inguinal hernia. This means success in about 90 per 
cent of the cases. As in all surgery, the cases must 
be selected. However, almost all are at some time 
suitable for excision. Operation is often followed by 
rapid general improvement. 

In almost all patients with active tuberculosis in 
the neck some evidence of toxemia can be detected. 
All forms of non-operative treatment are so slow that 
the patient is subjected by them to an indefinite 
period of toxemia with possible damage to important 
viscera and delay of the recovery of health. Early 
radical removal terminates the toxemia. 

Cuar_Es Baron, M.D. 


Zweifel, C.: Is Irradiation Treatment of Basedow’s 
Disease Sometimes Fatal? (Gibt es Todesfaelle 
im Anschluss an Basedowbestrahlung?). 
radiol., 1933, XiV, 33. 


The author believes that the danger of death from 
irradiation treatment of Basedow’s disease is being 
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much exaggerated, especially by those who are 
skeptical with regard to irradiation in this condition. 
A survey of the literature reveals the reports of 
twenty-eight cases of Basedow’s disease in which 
death was attributed to roentgen or radium irradia- 
tion. Zweifel believes that in more than half of 
these the death was due to some other cause such 
as operation, rapid progress of the disease, or a 
simultaneously existing infection; that it could be 
definitely ascribed to the irradiation in only eleven, 
an insignificant number considering the thousands 
of cases so treated. In all of the eleven cases the 
condition was very severe and the death occurred 
within from twenty-four hours to ten days after the 
last exposure although the patient had supported 
earlier roentgen irradiations without any trouble. It 
is difficult to find an explanation for the fatal out- 
come in these cases. In the pathological picture 
there was absolutely nothing that might serve as a 
warning against irradiation. Zweifel believes it pos- 
sible that an abnormally strong ‘early endocrine 
shock reaction’ (Pordes) may have been the re- 
sponsible factor. 

In conclusion Zweifel says that because of the 
danger of Basedow coma (Zondek), patients with 
Basedow’s disease who are suffering from an acute 
infection, such as angina for example, should not be 
given irradiation treatment. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Levinger, L.: Studies of 30 Cases of Brain Injury 
with Epileptiform Manifestations. A Con- 
tribution to the Problem of Traumatic Epi- 
lepsy (Untersuchungen an 30 durch Unfall Hirn- 
verletzten mit epileptiformen Erscheinungen. Fin 
Beitrag zum Problem der traumatischen Epilepsie). 
Arch. f. orthop. Chir., 1932, XXxii, 372. 

Of 229 cases of brain injury seen at the Wuerzburg 
Clinic during the last five years, only 30 (13.1 per 
cent) were cases of true traumatic epilepsy. In the 
latter group were included only cases with typical 
convulsions or typical periodical psychic equivalents 
of epilepsy. The accidents were always serious. In 
15 cases the injury was due to a headlong fall from a 
height of 4 or 5 meters; in 3 cases, to an automobile 
or locomotive accident; in 4 cases, to a gunshot 
wound; and in 8 cases, to a severe blow on the head. 
In 28 cases a skull fracture was evident and in 2 it 
was suspected. In so per cent the temporal or parie- 
tal bones were involved. Epileptiform manifesta- 
tions were practically never caused by cerebellar in- 
juries. Complete loss of consciousness (coma) oc- 
curred in 23 cases and probable coma in 6. Of 25 
cases, psychic disorders developed in 12 and neuro- 
logical disorders in 11. In 28 cases the epileptiform 
manifestations consisted of attacks of convulsions 
which sometimes were combined with psychic equiv- 
alents. In 2 they consisted of psychic equivalents 
only. With regard to the other disturbances, the 
surgeon depends for the most part on personal state- 
ments. It is well known that true epileptics, espe- 
cially patients with organic brain injury, take their 
illness lightly. Therefore in the differential diagno- 
sis the attitude of the patient should be taken into 
consideration. 

Two-thirds of the manifestations of brain injuries 
make their appearance in the first year. However, 
in 3 of the cases reviewed they became apparent 
first after from five to ten years, and in 3, after from 
ten to twenty years. It was striking that in juveniles 
the latent period was especially long, whereas in the 
cases of children convulsions were apt to occur. The 
psychic disorders resembled those due to other brain 
injuries, consisting of clumsiness, stupidity, and dis- 
turbances of memory and perception. During the 
course of years all experts have tended more and 
more to attribute psychic disturbances to organic 
causes. 

In 21 of the cases reviewed there was no improve- 
ment, but in 9 cases improvement occurred. In 9 
cases early convulsions, beginning a year after the 
accident, ceased. When operation is performed 
early, a successful result is not improbable. Con- 
vulsions which at first are mild or occur only occa- 
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sionally usually do not become worse. In such lighi 
cases the psychopathological changes are seldom 
permanent. Operation after many years is usually 
unsuccessful. Improvement i in the epileptic mani- 
festations does not mean _improvement in the gen- 
eral condition. Still true is Aschaffenburg’ s dictum 
that the fate of persons with a skull injury is clouded 
by the possibility of the later development of an 
epileptiform condition. Franz (Z). 


Cookson, H.: Spontaneous Subarachnoid Hemor- 
rhage. Brit. M. J., 1933, i, 555. 


Spontaneous subarachnoid hemorrhage may je 
caused by arteriosclerosis, congenital defects of the 
media of the arteries of the base of the brain, 
syphilitic arteritis, weakening of an arterial wall 
by an embolus, cerebral angioma, blood diseases, 
hemorrhage from tumors, and thrombosis of tlic 
superior longitudinal sinus. 

The clinical picture shows wide variations de- 
pending on the severity and site of the bleeding. 
Very severe hemorrhage causes sudden loss of 
consciousness and such compression of the brain 
that death occurs within a few hours. Very mild 
hemorrhage causes headache, vomiting, pyrexia, 
and signs of meningeal irritation followed by gradual 
recovery. 

Xanthochromia and the presence of red blood 
cells in the spinal fluid are pathognomonic. (:- 
casionally, however, the spinal fluid is entirely 
negative. Intra-ocular changes such as papilloedema 
and retinal and vitreous hemorrhages are common. 
Frequently the patient complains of periodical 
headache for years before or after the rupture of a 
cerebral aneurism. 

The treatment consists of absolute rest, measures 
to reduce the intracranial pressure when symptoms 
of meningeal irritation are severe and persistent, 
and measures to improve coagulation of the blood. 

Davip Joun Impastato, M.D 


Olivecrona, H.: The Parasagittal Meningiomata 
(Die parasagittalen Meningeome). Zentralbl. / 
Chir., 1932, Pp. 2954. 

Meningeal endotheliomata, called ‘“meningic 
mata” by Cushing, are most often situated para 
sagittally and frequently are adherent to the lon- 
gitudinal sinus or the falx cerebri. In discussing their 
clinical symptoms, Olivecrona describes an anterior, 
a middle, and a posterior syndrome. The anterior 
syndrome is characterized chiefly by papilloedema, 
psychic disturbances, loss of the sense of smell on 
the same side, facial paresis on the other side, an: 
bladder disturbances. In the middle syndrome motor 
and sensory disturbances are the most prominen'. 
In the posterior syndrome homonymous hemiano} 
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sia, contralateral sensory disturbances, and, when 
the tumor is on the left side, aphasic disturbances 
predominate. In 8 anterior, 11 middle, and 3 
posterior cases these syndromes, in more or less 
typical form, were noted 5, 11, and 2 times, while 
in the remaining 4 cases no neurological symptoms of 
diagnostic value with regard to the site of the tumor 
were present. 

In regard to the operative technique, the question 
as to whether the tumor is adherent to the lon- 
gitudinal sinus or the falx cerebri, or whether it is a 
meningioma on the convex surface, which in spite of 
its rich blood supply is less dangerous, is of great 
importance. Because of their slow growth the menin- 
giomata frequently reach the size of a goose egg or 
sometimes that of an orange before they cause 
symptoms. Smaller tumors may cause symptoms if 
they are situated in the motor area. Thickening of 
the bone is found in almost all cases at operation, 
but Olivecrona could demonstrate it roentgenologi- 
cally in only about half of his cases. He regards the 
ventriculogram as of great value. It shows a marked 
displacement and deformation of the ventricle with 
comparatively slight widening in contrast to the 
findings in cases of glioma. 

At operation the flap of soft tissue and bone 
should be so placed that the longitudinal sinus is 
exposed for a distance of at least 10 cm. In the 
presence of great vascularity of the soft parts, the 
bone, and the dura, the surgeon must be prepared 
to cope with severe hemorrhage. Olivecrona places 
a thin layer of cotton on the bleeding dural surface, 
presses it firmly on the dura until the bleeding stops, 
and then cuts this layer of cotton with the dura, 
which he leaves attached to the sinus. He opens 
also the dura on the other side of the sinus in order 
not to overlook a second tumor. When the sinus 
has been penetrated by the tumor the advisability 
of resection is questionable only when the middle 
portion is affected, because shutting off the vena 
rolandica may lead to paraplegia, whereas usually 
when the sinus is clogged up collateral circulation is 
present. The arachnoid membrane at the edge of 
the tumor is cut through only after the tumor has 
been freed from the sinus. After the necessary 
hemostasis the tumor can then gradually be re- 
moved. The resulting dural defect is not covered 
especially, but the bone flap is again put in place. 
A piece of rubber dam is introduced for drainage for 
twenty-four hours. A_ 1-stage operation, blood 
transfusion, and frequent puncture under the bone 
flap or lumbar puncture, during the postoperative 
care are recommended. 

Three of the author’s patients died as the result 
of the operation. Two died from a recurrence which 
in 1 developed several months after the operation 
and in the other at the end of three years. One 
patient could not be followed up because he moved 
away. In 5 cases a smaller or greater defect re- 
mained. The remaining 11 patients (so per cent) 
again became fully capable of following their 
occupations. 
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Olivecrona summarizes his large brain-tumor 
material in 2 tables. 


TABLE I.—TYPES OF TUMORS 


Proved tumors 
Meningiomata 14. 
Neurinomata....................... II 

2 


Per cent 


AWN 


Angiomata 
Tuberculomata. . 


aan 


Unproved tumors. . 
Suspected tumors. . 


TABLE II.—LOCALIZATLON OF MENINGIOMATA 


Parasagittal 

Convex surface of the cerebrum. . . 

Fissure of Sylvius 

Suprasellar 

Olfactory groove 

Gasserian ganglion......... 

Lateral ventricle. . . . 

Fourth ventricle........... 


In the discussion of this report, BAUER, PELs Leus- 
DEN, and OEHLECKER each reviewed 1 case of 
meningioma, and GULEKE discussed multiple 
meningiomata. PLENz (Z). 


PERIPHERAL NERVES 


Bonola, A.: Post-Traumatic Cubitus Valgus With 
Late Ulnar Nerve Paralysis (Paralisi tardive 
dell’ulnare da cubito valgo post-traumatico). Chir. 
d. organi di movimento, 1932, xvii, 467. 

Bonola reports six cases of delayed paralysis of 
the ulnar nerve following early fracture at the elbow 
and the subsequent development of cubitus valgus. 
He believes that the condition is relatively frequent, 
and that it is generally considered rare because the 
patient fails to give a history of fracture, the accident 
having occurred so long before the onset of the pa- 
ralysis. The paralysis has been attributed to many 
disorders, including syringomyelia. 

In a case cited the onset of the paralysis occurred 
fifty-one years after the fracture. In some cases the 
symptoms are so mild that the relation of the nerve 
lesion to the previous trauma is not suspected. In 
others, limitation of extension and flexion of the 
forearm, pain in the joint, and bony deformity are 
the outstanding complaints. The nerve signs begin 
during a period of major activity. They develop 
gradually and may be intermittent. Sensory signs 
usually precede the motor signs and at times are as- 
sociated with painful paresthesias. The latter are 
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increased with flexion of the forearm. The sensory 
symptoms may disappear when the patient is at 
rest. Many persons with such symptoms are forced 
to change their occupation to reduce the constant 
irritation of the nerve at the elbow. Atrophy of the 
muscles supplied by the ulnar nerve occurs gradu- 
ally. If not treated, the condition may progress to 
complete ulnar paralysis. The paralysis is attributed 
to changes taking place as the result of repeated 
trauma to the nerve at the elbow during use of the 
arm. 

The etiology, pathogenesis, and X-ray character- 
istics of cubitus valgus resulting from an injury in 
the first ten years of life are discussed at length. 

Of the six patients whose cases are reported by 
Bonola, five had a fracture of the external condyle of 
the humerus and one had a supracondylar fracture. 
The latent period in these cases ranged from twenty 
to thirty-eight years. The symptoms were those 
characteristic of partial or complete lesions of the 
ulnar nerve. Faradic and galvanic stimulation ap- 
plied to the nerve and muscles elicited responses 
varying from signs of partial degeneration to those 
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of complete degeneration. Three of the patients 
were treated surgically. In two, neurolysis and ante- 
rior transposition of the ulnar nerve at the elbow 
were followed by complete return of function six an« 
seven months respectively after the onset of the 
symptoms. In one, a similar operation performed 
one year after the onset of the symptoms resulted in 
marked improvement. In two, the ulnar nerve was 
found at operation to be displaced laterally and 
posteriorly and attached to the medial margin of the 
olecranon. In one, it was not displaced, but had 
been subjected to repeated trauma because of the 
associated bony deformity. In two of the surgically 
treated cases the nerve was enlarged to twice its nor- 
mal size and had the appearance of a pseudoncu- 
roma. On histological examination fibrous tissue 
was found interposed between the nerve bundles. 
Various methods of treating delayed ulnar pu- 
ralysis are discussed. In the author’s opinion, neu- 
rolysis with anterior transplantation of the nerve is 
the procedure of choice. In some cases, however. 
transplantation and neurorrhaphy are necessary. 
O. W. Jones, Jr., M.D. 
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CHEST WALL AND BREAST 


Leo, E.: Purulent Mastitis in the Male (La mastite 
purulenta nel maschio). Clin. chir., 1933, ix, 209. 


The author discusses the etiology and pathology 
of purulent mastitis in the adult male (as distin- 
guished from mastitis of the newborn and adolescent 
male) and reports two cases, those of men aged re- 
spectively twenty-seven and twenty-two years. The 
condition is very rare—the chronic form more so 
than the acute—and its etiology is obscure. 

In the first case reported by the author there was 
a chronic paramastitis showing multiple abscesses 
with fistulous openings. The temperature was nor- 
mal, and there was no enlargement of the axillary 
nodes. The pus was sterile. Bacteriological and his- 
tological examinations were negative for tubercu- 
losis. The gland was removed completely. 

In the second case the condition was an acute 
staphylococcic panmastitis which had begun with 
suppuration around the nipple. The lesion was 
opened and drained. 

In neither case was there any suggestion of 
trauma, irritation, or previous abnormality of the 
breast. The author assumes that in both cases the 
condition was due to a hematogenous infection, as 
in typhoid and paratyphoid mastitis. He believes 
that in the first case the primary focus was in the in- 
testine. The second patient had suffered from peri- 
anal abscess and later from furunculosis of the face, 
arms, and chest. 

Leo gives an extensive bibliography and appends 
a list of thirty-five cases of mastitis in adult males 
which he has collected from the literature. The first 
two cases were reported by Velpeau in 1858. 

Mary Morse, M.D. 


Adair, F. E.: Plasma-Cell Mastitis. A Lesion 
Simulating Mammary Carcinoma. A Clinical 
and Pathological Study with a Report of Ten 
Cases. Arch. Surg., 1933, XXvi, 735. 


The author reports an interesting type of lesion of 
the breast in which there is a preponderance of 
plasma cells. He has observed ten cases of this 
lesion in the past eight years. The term “plasma- 
cell mastitis” was suggested for the condition by 
Ewing, who made the pathological studies. The 
lesion is benign, precancerous, and extremely 
difficult to differentiate clinically from carcinoma. 

Plasma-cell mastitis has two stages, an acute 
stage and a residual stage. The clinician rarely has 
an opportunity to examine the patient during the 
acute stage because the pain, discomfort, and ten- 
derness are so mild that he is not consulted. 

The residual stage varies in duration from several 
weeks to several months. The patient seeks advice 


because of a mass in the breast. The mass is not 
tender, and may be either sharply localized or 
diffuse. There may or may not be a discharge from 
the nipple. Frequently there is oedema over the 
mass or in the dependent portion of the breast, 
giving an orange-peel appearance. The nipple is 
retracted. Asa rule there are enlarged, firm axillary 
lymph nodes. Acute and subacute inflammatory 
signs are absent, and the lesion closely resembles 
mammary carcinoma. 

In the differentiation of plasma-cell mastitis it is 
necessary to rely on a history of inflammation. In 
the author’s cases, even though the breast was non- 
lactating in all except one, there was a history of 
acute inflammation accompanied by redness, tender- 
ness, and discomfort. This was the most important 
single fact in the history. 

Two cases were observed for a period of two years 
before operation. Practically no change took place 
in the lesion during this time. Even the use of 
the breast pump over a considerable period had 
little influence, in spite of the fact that some secre- 
tion could usually be obtained from the nipple 
ducts. 

The author regards the condition as precancerous 
because he believes that the chemical irritation of 
the retained puriform material results in prolifera- 
tion of the lining epithelium until sometimes there 
are as many 4s six or eight rows of hyperchromatic 
epithelial cells lining the ducts. Therefore when 
the diagnosis is made pre-operatively, he treats the 
lesion in the same way as other precancerous lesions, 
removing the mass itself and leaving the rest of the 
breast untouched. 

Adair’s patients ranged in age from twenty-nine 
to forty-four years and their average age was 
thirty-six and three-tenths years. The length of 
time since the last lactation had apparently no 
etiological relation to the condition. In no instance 
did plasma-cell mastitis occur in an unmarried 
woman. With the exception of one patient who had 
had one miscarriage, the average number of pre- 
vious pregnancies per patient was about four. 
This suggests strongly that improper drainage of 
the breast is an important etiological factor. 

The first symptom noted by the patient was pain 
which was frequently accompanied by localized 
tenderness, redness, and a discharge from the 
nipple. However, these symptoms were so slight 
that the patient did not consult the physician until 
later, when she noted a lump in the breast. In 
seven of the ten cases a thick, creamy discharge 
came from the nipple spontaneously or could be 
expressed from it. 

As a rule the involved breast was heavier than 
the other breast, as in carcinoma. The nipple was 
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Fig. 1. High-power photomicrograph showing infiltra- 
tion with plasma cells. The cytoplasm is granular with 
eccentrically placed nuclei. 


definitely retracted in eight cases and the skin was 
adherent in six. In four cases the skin had a definite 
orange-peel appearance. 

The tumor mass was always firm or hard. It 
varied from a discrete, sharply outlined mass to a 
firm, ill-defined but localized process. The largest 
mass measured 8 by 8 by 10 cm. In eight cases the 
axillary lymph nodes were enlarged and _ hard. 
The presence of enlarged lymph nodes was more 
common than in carcinoma. 

The pathological interpretation by Ewing was 
briefly as follows: 

“In the particular group of cases which has 
attracted our attention the plasma-cell infiltration 
is extremely abundant and widespread, producing 
rather bulky tumor masses which clinically resemble 
active carcinoma and even under the microscope 
may be difficult to distinguish from cellular car- 
cinoma. 


; 


Fig. 2. Photomicrograph showing a tremendous heaping 
up of duct lining cells almost filling the large ducts. 


“The main gross anatomical feature is the pres- 
ence of many such thickened ducts which are filled 
with puriform material and may extend over a 
large segment or nearly the whole of the breast, 
In the most characteristic cases the cellular exudate 
is diffuse, making a broad, opaque, somewhat yellow 
tumor-like mass in which the distended ducts are 
less obvious or even not visible. . . 

“The plasma-cell exudate begins in the walls of 
the ducts and extends between acini in adjoining 
lobules when the process becomes diffuse. Poly- 
morphonuclear leucocytes are present in variable 
numbers, but are often quite scanty. The phagocy- 
tosis of fat is a prominent feature... 

“ Proliferation of the lining epithelium is a peculiar 
prominent feature. The affected ducts are lined by 
from six to ten rows of large, somewhat hyper- 
chromatic epithelial cells which often raise the 
suspicion of carcinoma of the duct. Yet the later 
progress of these proliferating cells ends, not in car- 
cinoma but in generation fragmentation and forma- 
tion of giant cells of all sizes. . . . Stains for tubercle 
bacilli are negative, and guinea-pig inoculations 
are also negative. 

“.,.. It may therefore be concluded that while 
bacterial infection is probably a necessary factor in 
the process, its influence is less prominent than the 
chemical effect of decomposing fatty material.” 

Ear O. Latimer, M.1). 


TRACHEA, LUNGS, AND PLEURA 


Wall, C., and Hoyle, J. C.: Dry Bronchiectasis. 
Brit. M. J., 1933, i, 597- 

The authors review thirty cases of dry bronchicc- 
tasis collected from the literature and twenty cases 
which have come under their own observation during 
the past two years. In seventeen of their twenty 
cases there was a history of measles, whooping 
cough, or bronchopneumonia. The most common 
symptom was a persistent dry cough. In every in- 
stance the diagnosis was made by lipiodol rocnt- 
genography. Hemoptysis occurred in the majority 
of the cases collected from the literature, but this 
was not true in the authors’ cases. 

The etiological factors of the condition are dis- 
cussed. The treatment is directed toward the pre- 
vention or control of hamoptysis and sepsis. 

In the authors’ opinion, dry bronchiectasis is 
much more common than is generally believed and 
is often overlooked because of absence of the sputum 
associated with bronchiectasis of the usual type. 

FRANKLIN E. WALTON, M.1). 


HEART AND PERICARDIUM 


Meillére, J.: Knife Wound of the Right Auricic; 
Suture; Recovery (Plaie de l’oreillette droite 
coup de couteau; suture; guérison). Bull. ef mc. 
Soc. nat. de chir., 1933, lix, 453. 


A man twenty-six vears of age was admitted to 
the hospital twenty minutes after having received « 
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knife wound in the left parasternal region. Exami- 
nation fifteen minutes later revealed acute anemia 
without dyspnoea, pain, or cough. The face was pale, 
and there was slight cyanosis of the lips. The pulse 
was feeble and slightly accelerated. The patient was 
entirely conscious, but his voice was weak. At the 
level of the third intercostal space on the left side, 2 
cm. from the sternum, there was a vertical cut 3 cm. 
long. A diagnosis of wound of the heart without a 
severe pleuropulmonary lesion was made. 

Operation was performed about one hour after 
the injury. A progressive route of approach at the 
level of the third space was used. The fourth car- 
tilage on the left side, which had been pierced by the 
knife, was resected. When it was turned outward its 
external extremity perforated the left pleura. Sec- 
tion of the third and fifth cartilages along the 
sternum was then done, the internal mammary ves- 
sels were ligated, and the pericardium, from the 
anterior surface of which blood was oozing, was ex- 
posed, Wide débridement was done and a moderate 
hemopericardium evacuated. The wound in the 
anterior surface of the right auricle then became 
visible. The cut was a vertical linear incision 114 
cm. long, from which escaped a jet of blood of 
about the caliber of a No. 10 urethral sound. The 
heart was projected by rapid irregular beats. Be- 
cause of the small size of the operative field and the 
lack of a Tuffier retractor it could not be seized. 
Meillére checked the escape of blood by placing his 
left index finger over the wound. The rhythm imme- 
diately became regular though somewhat slow. Fol- 
lowing the introduction of a suture at either end of 
the wound the rhythm became almost normal. As 
the suture seemed to have checked the hemorrhage, 
the posterior surface of the heart was not examined. 
Suture of the pericardium with catgut, suture of the 
pleural wound, muscular suture, and finally cuta- 
neous suture over a filiform drain were done. On 
completion of the operation a transfusion was given. 

The next day the patient’s condition was satis- 
factory, but there was slight dyspnoea. On the fol- 
lowing days the temperature rose to 40.4 degrees C. 
and there was general weakness with slight dysp- 
nova, cyanosis, and symptoms of hawmopneumo- 
thorax at the base. Eucalyptin-urotropin was given 
intravenously and a small suppurating hematoma 
discovered at the wound level was evacuated. The 
fever then subsided, but the general weakness per- 
sisted. About 20 c.cm. of hamolyzed blood were 
withdrawn from the right base. On the twelfth post- 
operative day the temperature rose again and there 
was polypnoea with slight cyanosis of the face. 
Roentgenography showed an opacity at the left base 
and a mediastinal shadow causing considerable en- 
largement of the normal cardiopericardiac shadow. 
This opacity was interpreted by Meillére as indicat- 
ing hemopericardium, but the patient’s own physi- 
cian attributed it to crowding of the heart toward 
the right by the pneumothorax. 

After three weeks of gradual improvement, the 
temperature again rose and thoracentesis yielded 
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400 c.cm. of an orange-colored fluid. Urotropin was 
injected intravenously. At the end of a month 250 
c.cm. of a yellowish fluid were withdrawn, and a 
month later a smaller quantity was evacuated. By 
the end of another month the patient was completely 
cured. 

Meillére regrets having used the progressive route 
of approach in this case as the operative field by this 
route is so small that manipulation of the heart is 
hindered and protection of the pleura is diflicult. 
Moreover, the use of this route is associated with the 
possibility of subsequent insufficient protection of 
the heart by the anterior chest wall. Meillére pre- 
fers median sternotomy to the lateral route. 

The two best procedures for rapid and wide ex- 
posure of the heart in cases of cardiac wounds are: 
(1) the method of Fontan, which has the advantage 
of requiring no special instruments, but the disad- 
vantage of rendering the left pleura more liable to 
injury, and (2) the median sternotomy advocated by 
Duval, which gives better exposure, but necessitates 
the use of a powerful retractor, which may not be 
available. 

In the diagnosis of complications roentgen exami- 
nation is of great aid. In the case reported the 
mediastinal shadow was due to bloody infiltration 
of the mediastinum. The shadow produced by this 
condition is triangular whereas that produced by a 
hwemopericardium is round. S. Moore. 


MISCELLANEOUS 


Connors, J. F., and Stenbuck, J. B.: Penetrating 
Stab Wounds and Bullet Wounds of the Chest. 
Ann. Surg., 1933, xvii, 528. 

This article consists of a report on 68 cases of 
penetrating wounds of the chest operated upon be- 
tween June 1, 1931 and April 30, 1932, and a 
description of a new operative procedure, extra- 
pleural exteriorization of the lung injury. It in- 
cludes all cases treated in order to show the dif- 
ference in results in the 3 periods during the devel- 
opment of the method of exteriorization. 

The usual treatment employed for penetrating 
wounds of the chest in most hospitals, suturing 
or packing of the superticial wound, results in cure 
in a great many cases, but not infrequently is fol- 
lowed by hemorrhage or infection. Between June 1, 
1930 and May 31, 1931, 45 cases of penetrating 
wounds of the chest were treated in this way with 
11 deaths, a mortality of 24.4 per cent. After a 
fatal termination in 3 cases in this the first period, 
Connors decided that in the Harlem Hospital, 
New York, all penetrating wounds of the chest 
should be operated upon to arrest hemorrhage from 
the internal mammary and intercostal arteries when 
these vessels are injured. 

In the second period, from June 1, 1931 to No- 
vember 10, 1931, there were 32 cases with 7 deaths, 
a mortality of 21.8 per cent. 

In the third period, from November 11, ro3t to 
April 21, 1932, the operation was extended to per- 
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mit exploration of the deeper portions of the wound, 
evacuation of blood and air from the pleura, a 
search for lung injury, and fixation of the lung in 
extrapleural exteriorization. In the 32 cases treated 
in this period there were 4 deaths, a mortality of 
12.5 per cent. 

In discussing the symptoms and signs and the 
method of examination of the patients on admis- 
sion, the authors call attention to a sign which they 
had not seen described previously, viz., ballooning 
of the skin over an area of from 1% to 3 in. in diam- 
eter, which rises and falls with respiration at a 
point from 1 to 1% in. caudad to the wound of 
penetration in the skin, with no escape of air through 
the wound. 

Hemorrhage from the internal mammary and 
intercostal vessels may cause ‘death by entering 
the pleural cavity. Massive hemorrhage from the 
lung occurs frequently. Hamoptysis occurred only 
twice in the entire series of 109 cases. Injury to 
the diaphragm occurred in 10 of the last 64 cases, 
in which an opportunity to make an examination 
for such injury was presented. In 1 case the dia- 
phragm was lacerated in 3 places. All but 1 of the 
diaphragm injuries were on the left side. 

The abdominal viscera were injured in 4 cases 
of bullet wounds, but in none of the cases of stab 
wounds. 

In the second period, in which only the chest 
wall was operated on, injury to the lungs was 
found in only 3 of the 32 cases, while in the third 
period, in which the lung was explored, a pulmonary 
lesion was found in 24 of the 32 cases. 

The causes of death in the first period, before 
operation was performed routinely, were not de- 
termined as the autopsies were not observed by 
the authors. In the second and third periods, in 
which operation was done, there were 11 deaths 
among the 64 cases. The causes of these deaths 
were: (1) hamorrhage and sudden opening of the 
chest cavity and disturbance of the mediastinum 
on the table; (2) pneumonia on the right side and 
complete collapse of the left lung; (3) tense pneumo- 
thorax occurring on the sixth post-operative day; 
(4) haemorrhage and abscess of the lacerated lung; 
(5) massive hemorrhage from intercostal vessels 
followed by infection; (6) injury of the diaphragm 
with incarceration and gangrene of the fundus of 
the stomach; (7) collapse of the lung on 1 side with 
compression of the lung and pneumonia on the 
other; (8) septic pleuritis with massive collapse of 
the lung on the other side; (9) sepsis on the seventh 
day arising from the chest wall where fragments 
of bone and bullet had remained; (10) peritonitis 
and pneumonia following a bullet wound which 
caused bleeding of the gastric artery and was treated 
by operation performed on both the chest and the 
abdomen; and (11) an undetermined cause. 

The new operative procedure was employed in 
the last 32 cases. It is as follows: 

Soon after admission the patient is carried to the 
operating room by way of the X-ray room. Anws- 
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thesia is induced with avertin alone or with avertin 
and ether. In cases in which shock is present intra- 
venous injections of normal salt solution are started 
before and kept up during the operation.  re- 
quently 3,000 c.cm. are given on the table. Blood 
transfusion is employed when necessary. 

On the operating table the patient lies on the 
unaffected side and the incision is made 1 in. or 
more lower than the skin wound. The skin and 
muscle are divided directly down to the wound in 
the pleura. Two or three inches of rib are re- 
sected subperiosteally. The intercostal muscle is 
left intact. This is important because lung tissue 
is later sutured to the muscle. The ends of the rib 
are smoothed by rongeur forceps. The intercostal 
vessels are ligated, the incision is enlarged, and the 
pleural cavity explored. The lung is grasped by 
the sponge forceps and held up to the chest wall 
to prevent mediastinal flutter. The lung is ex- 
amined and any lacerated portion is held by the 
sponge forceps. Blood is aspirated from the cavity, 
the lung is brought up to the chest wall, and all 
of the lacerated area is pulled out of the cavity 
and sutured in this position to the ledge of pleura, 
periosteum, and muscle by a continuous suture in- 
terrupted at each end. The lower edge of the lung 
is sutured first. Iodoform gauze is gently packed 
into the lacerated area and around the suture !ine 
beneath the chest muscles, and the skin and musi les 
are sutured snugly over the gauze. The gauze is 
allowed to remain in situ for four or five days. 

Even when the lung is not lacerated, it is attached 
to the chest wall if the pleura has been penetrated, 
as in this way the subsequent development o/ a 
tense pneumothorax is prevented. In no case have 
the authors seen postoperative hernia of the lung. 

The advantages of this method of operation are 
summarized as follows: 

1. Blood and infection are prevented from entcr- 
ing the pleural cavity. 

2. Fluttering of the mediastinum is prevented. 

3. Pneumothorax is diminished. 

4. Lung collapse is prevented. 

5. Subcutaneous emphysema does not occur. 

When the abdominal organs are also injured, the 
chest operation is performed first. 

After the operation the patient is transferred to 
an oxygen tent or, preferably, an oxygen room and 
ordinary supportive treatment is employed. he 
packing is removed after four or five days. It 
need not be re-inserted. The patient remains in 
bed for from eight to ten days. 

Although they operated on all cases during the 
second and third periods reviewed, the authors 
realize that in many of them recovery would have 
resulted without operation. However, under ccr- 
tain circumstances, waiting proves disastrous. ‘They 
regard operation as advisable for: 

1. Sucking wounds. In these the mechani al 
disturbance of the mediastinum and lung are cor- 
rected by suture of the lung to the pleura, and even 
contaminated wounds are rendered harmless. 
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2. Wounds close to the border of the sternum, 
where the heart and mammary vessels may be 
injured, 

3. Cases in which the lung presents in the wound. 

4. Cases in which the diaphragm may be injured. 

;. Cases of tense pneumothorax. 

». Cases of marked subcutaneous emphysema. 

In other cases expectant treatment is employed. 
A roentgen-ray examination is made every six or eight 
hours for two days, and operation is performed if 
fluid or pneumothorax is found to be increasing. 

G. LARoqur, M.D 


Ferrari, R. C., and Pifiero, T.: Intercostal Dia- 
phragmatic Hernia (Hernia intercostal o de la 
periferia del diafragma). Bol. inst. de clin. quir., 
1932, Vili, 241. 

The authors report a case of intercostal diaphrag- 
matic hernia, give a résumé of previously reported 
cases with a bibliography, and discuss briefly the 
etiology, diagnosis, and treatment. The first good 
description of intercostal diaphragmatic hernia was 
given by Alquier in 1905. To date, eighteen cases 
have been recorded. The earliest case was reported 
in 1819. 

The authors’ patient was a man aged thirty-one 
years, who four years previously had received a 
superficial wound in the ninth left intercostal space 
in the posterior axillary line. Six months later, a 
soft reducible tumor appeared below the scar and 
slowly increased to the size of half an orange. 
Fluoroscopic examination showed the costodia- 
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phragmatic angle to be obliterated. The hernia lay 
below the pulmonary area and corresponded to the 
upper part of the renal field. The colon was normal. 
At operation, the sac contents were found to be 
perirenal fat. The presence of perirenal fat in the 
sac has not been reported previously. ‘The authors 
classify the condition in their case as an extraperi- 
toneal or lumbar variety of intercostal diaphrag- 
matic hernia. 

The cause of these herniw is trauma to the lower 
part of the thorax around the costal margin with 
rupture of the diaphragm and the soft tissues of the 
intercostal spaces. Only herniw produced by gradual 
distention of the soft parts are of the true intercostal 
diaphragmatic type. The cases in which protrusion 
of an organ immediately follows an injury are simply 
thoracico-abdominal wounds with evisceration. The 
most frequent site of intercostal diaphragmatic her- 
nix is the anterior part of the lower left intercostal 
spaces. In only one reported case was the hernia 
on the right side. The hernial ring is formed by the 
intercostal muscles. In the ten cases in which an 
operation was performed the contents of the sac 
were intestine and omentum. In one case each the 
sac contained the stomach and the lung. 

The symptoms are of two varieties: local disturb- 
ances and those related to the incarcerated organ. 
The differential diagnosis is not difficult in typical 
cases, but a differentiation from pneumocele or be- 
tween an irreducible hernia and a tumor of the soft 
parts of the thorax may be necessary. 

Mary Morsr, M.D. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Casella, D.: Acute Peritonitis Seen in a Military 
Hospital (Le peritoniti acute nella pratica ospe- 
daliera militare). Clin. chir., 1932, vii, 1420. 


The peritonitis secondary to gastroduodenal per- 
foration observed in military practice is somewhat 
different from that observed in civil practice. The 
patients are seen most frequently after considerable 
time has elapsed since the perforation and usually 
have an extensive peritonitis. As a rule there is a 
history of excruciating abdominal pain coming on 
suddenly and recurring with increasing intensity. 
This pain may radiate to either shoulder. It finally 
localizes in the right or the left hypochondrium or 
the epigastrium. There it remains characteristically 
localized for a few hours, but at the end of that time 
it becomes diffuse as the result of extension of the 
peritoneal irritation to the dependent areas. There 
is then a board-like rigidity which persists until a 
diffuse advanced general peritonitis develops. Liver 
dullness may be decreased by the presence of free 
gas in the peritoneal cavity. This gas can be dif- 
ferentiated from intestinal meteorism because it 
disappears with a change in the patient’s position. 

In the determination of the prognosis an early 
diagnosis establishing the causative site of acute 
peritonitis is of major importance. 

When the ulcer is too large to be incised and 
when obstruction results from closure of the perfora- 
tion, a complementary gastro-enterostomy should 
be done. 

In the cases reviewed, 55 per cent of the total 
number of patients operated upon survived, but of 
the patients who were operated upon early, 88 per 
cent recovered. 

Perforated typhoid ulcers were relatively rare in 
the cases reviewed as typhoid itself has been prac- 
tically eliminated by vaccination. It is a serious 
complication because it occurs in toxic patients at 
the height of the infectious process when the nervous 
and cardiac depression is most marked. In cases of 
large, multiple, or confluent perforations which at 
times may involve segments of the entire bowel the 
prognosis is worse. The patient awakens with acute 
pain in the lower abdomen. In 90 per cent of the 
cases this pain is in the right lower quadrant. There 
is a sudden drop in the temperature to as low as 35 
degrees C., and the pulse becomes rapid and thready. 
These changes are followed by cold sweats, meteor- 
ism, muscular defense, facies abdominalis, asthenia, 
cyanosis, and hiccough. 

A differential diagnosis between internal hemor- 
rhage and perforation is of little importance as in 
both conditions immediate surgical intervention is 
indicated. The poor prognosis may be modified by 


immediate surgery. Of 9 patients who were operated 
upon with a mortality of 66 per cent, the 3 who sur- 
vived were operated upon one, four, and twelve 
hours respectively after the perforation whercas 
those who died were operated upon after an interval] 
of twenty-four hours. Operation consisted of closure 
of the perforation with minimal trauma. 

In 80 per cent of the cases reviewed the peritonitis 
followed acute appendicitis. In 40 of 227 cases sven 
in the period from 1927 to 1931, the condition wis a 
simple catarrhal appendicitis with practically no 
peritoneal involvement. Of over 187 cases com- 
plicated by acute peritonitis, death resulted in 14 
and cure in 173 (92.5 per cent). In all of these cases 
operation was performed regardless of the duration 
of the disease or its course. Hamostasis is essential. 
The base of the appendix should be inverted and 
buried without drainage as this limits the possibility 
of subsequent obstruction and lowering of the peri- 
toneal resistance. 

The treatment of any type of gastro-intestinal 
perforation, whether secondary to gastroduodenal 
ulceration, typhoid fever, or penetrating abdominal 
wounds, is immediate laparotomy with a careiul 
search for the causative lesion and its immediite 
closure. The postoperative prognosis is directly 
related to the time which elapsed between ‘hie 
original insult and the operation. 

SAMUEL J. FoGEeLson, M.1) 


GASTRO-INTESTINAL TRACT 


Gavazzeni, A.: Examination of the Folds of Mucous 
Membrane in Carcinoma of the Stomach 
(L’esame delle pliche della mucosa nel carcino 
dello stomaco). Radiol. med., 1933, xx, 380. 


One of the most valuable contributions of roeit- 
genology in the last decade is accurate information 
regarding the normal and pathological relief of the 
gastric mucosa. The author reviews the develop- 
ment of the method and describes the various tech- 
niques employed to obtain this information. There 
are two chief methods. In one, a small amount of 
contrast medium is introduced and the stomach then 
distended. In the other, the examination is made 
with the walls collapsed. Gavazzeni prefers to usc a 
very small amount of barium sulphate, less than that 
generally employed, which shows the mucous mei- 
brane in more minute detail. Finely powdered 
barium sulphate suspended in an equal amount of 
water is given to the patient in the standing positin 
and distributed over the walls of the stomach }y 
manual manipulation. With modern apparatis, 
which permits rapid transition from fluoroscopy ‘0 
roentgenography, roentgenograms of the most chir- 
acteristic findings can be made. ‘The standing po-'- 
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tion is best for examination of the body of the stom- 
ach, and the horizontal position for examination of 
the antrum and cardia. After the examination in 
both positions has been completed, the stomach is 
filled with a Rieder meal and the usual examination 
is made. 

While the new method gives much information in 
regard to detail, the old method cannot be dispensed 
with and the problem of early diagnosis of gastric 
cancer is by no means solved. 


he normal and pathological findings made with 


the new method of examining the folds of mucous 
membrane are shown by roentgenograms and dis- 
cussed, Great care must be exercised in interpreting 
the roentgenograms as the picture of the mucous 
membrane folds is influenced by various factors 
such as residues of food or mucus, foreign bodies in 
the stomach, and defects due to pressure by organs 
or tumors outside the stomach. 

Sudden interruption of the folds is considered an 
early sign of carcinoma, but may occur also in be- 
nign processes and may be simulated by the presence 
of gas or residues of food and by imperfect distribu- 
tion of the contrast medium over the stomach wall. 
The halo surrounding an ulcer may simulate a tu- 
mor. Large, rigid, digitiform folds are a valuable 


indication of the presence of cancer, but even these 
are not always pathognomonic. If their form can be 
changed by palpation they are not conclusive. As 
the neoplastic infiltration may extend beyond the 
folds, the latter do not definitely show the extent of 
the tumor. Similar findings may be made also in 
cases of syphilis and tuberculosis of the stomach. 


A normal mucous membrane relief quite definitely 
excludes the presence of cancer. 
AuprEy Goss Moreau, M.D. 


Gage, I. M., Ochsner, A., and Cutting, R. A.: 
The Effect of Insulin and Dextrose on the Nor- 
mal and the Obstructed Intestine. Arch. 
Surg., 1933, Xxvi, 658. 

In order to determine the effects on intestinal 
activity of the intravenous administration of dex- 
trose either alone or combined with insulin the auth- 
ors made ninety-two observations on thirty dogs. 
Twenty-two of the studies were made on normal 
dogs, thirteen on dogs with twenty-four-hour ob- 
struction, twenty-two on dogs with forty-eight- 
hour obstruction, twenty-five on dogs with seventy- 
two-hour obstruction, and ten on dogs with ninety- 
six-hour obstruction. 

In both the normal animals and those with 
obstruction the intravenous administration of 10 
per cent dextrose invariably produced a decrease in 
intestinal activity. There was apparently a less 
marked decrease in the activity of the intestine 
obstructed for longer than twenty-four hours than 
in that of the normal intestine or that of the intestine 
obstructed for twenty-four hours. In the normal 
intestine and the intestine obstructed for twenty- 
four hours the average decrease in intestinal tone 
Was 27.2 and 38 mm. respectively, whereas in the 
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intestine obstructed for forty-eight hours and the 
intestine obstructed for seventy-two hours, it was 
15 and 10 mm. respectively. 

Insulin alone produced an increase in intestinal 
activity in both the normal and the obstructed 
intestine in 55 per cent of the observations, the 
average increases in tone and amplitude being 7.2 
and 3.8 mm., respectively. 

Dextrose and insulin combined resulted in an 
increase in intestinal activity in 44.5 per cent and no 
change in 55.4 per cent of the experiments. Insulin 
preceded by dextrose produced an increase in in- 
testinal activity in 70 per cent and no change in 
30 per cent, the average increase in tone and am- 
plitude being 12.3 and 3.3 mm., respectively. 
Dextrose solution preceded by insulin produced an 
incr-ase in intestinal activity in 70 per cent of the 
experiments with an average increase in tone and 
amplitude of 27 and 8.5 mm., respectively. In 
19 per cent there was no change, and in 10.8 per 
cent there was a decrease in activity. 

The experimental results indicate that dextrose 
solution exerts an inhibiting effect on both the nor- 
mal and the obstructed intestine which can be 
largely obviated by the use of insulin. They suggest 
that, clinically, dextrose alone should be used 
cautiously, and that as a rule dextrose should be 
combined with insulin in order to decrease its inhibit- 
ing effect on the intestine. 


Mclver, M. A.: Acute Intestinal Obstruction. Fifth 
Installment. Am. J. Surg., 1933, XX, 475. 


In simple intestinal obstruction the coils of in- 
testine above the obstruction are dilated, whereas 
those below it are collapsed. In the later stages the 
blood vessels show evidence of hyperamia and con- 
gestion. There is a cyanotic tinge. At times the 
intestinal wall may become almost as thin as paper. 
Occasionally, ulcerations are caused by _inter- 
ference with the circulation in the bowel. These 
are most extreme in the cecum. Perforation may 
result. The contents of the bowel are thin, watery, 
and foul smelling. The gastric and duodenal con- 
tents may contain a large number of micro-organ- 
isms. In the presence of strangulation there is 
compression of the veins which interferes with the 
venous return. The lumen of the intestine becomes 
distended with bloody fluid exudate. If the dis- 
tention is not relieved, gangrene occurs in association 
with complete loss of intestinal tone. In the early 
stages of simple obstruction there is usually an in- 
crease in the amount of free peritoneal fluid. When 
strangulation has occurred, this fluid is apt to be 
blood tinged. Peritonitis may result from perfora- 
tion. Peritonitis is especially apt to occur in pa- 
tients who have had the bowel opened by operation 
or otherwise. Of 123 autopsies performed in cases 
of intestinal obstruction at the Massachusetts 
General Hospital, general peritonitis was recorded 
as the principal or contributory cause of death in 66. 
A pneumonic process may occur either as a terminal 
process or as the result of the aspiration of septic 
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vomitus. Of the 125 cases reviewed, serious pul- 
monary complications developed in 29. 

There may be little or no change in the tem- 
perature. The pulse rate may be increased during 
the paroxysms of pain and is usually increased as 
the condition progresses. As a rule the blood pres- 
sure shows little change, but in the terminal stages 
it decreases progressively. The leucocyte count 
usually shows a slight increase, especially if strangu- 
lation is present. There is evidence of interference 
with the secretion of urine. By some, this has been 
attributed to damage to the kidneys, and by others 
to functional impairment. 

Of great importance in intestinal obstruction are 
a decrease in the blood chlorides, an increase in the 
alkali reserve, and an increase in the non-protein 
nitrogen of the bleod together with dehydration. 
The author attributes the dehydration to loss of the 
electrolytes, especially sodium and chloride, which 
are secreted into the upper intestinal tract and can- 
not be absorbed because of the high intestinal ob- 
struction or are lost to the body in the vomitus. 
If this theory is correct, the dehydration cannot be 
combated by the administration of water alone. 

The reduction of the volume of the blood plasma 
results in an increase in the concentration of the 
plasma protein, the red cell count, and the hemato- 
crit reading. This in turn results in an increase in 
the viscosity of the blood. Because in high intestinal 
obstruction there is a loss not only of gastric, but 
also of pancreatic and biliary secretion, the acid 
and base radicals being lost approximately pro- 
portionately, there may be little change in the car- 
bon-dioxide combining power of the plasma. If 
only the gastric secretion is lost, there is a tendency 
toward the development of alkalosis, whereas if the 
biliary and pancreatic secretions are lost, there is a 
tendency toward the development of acidosis. In 
high intestinal obstruction, in which the loss of 
the chloride ion does not exceed that of the base 
ion (both being lost proportionately), the carbon- 
dioxide combining power of the plasma may be 
altered even though the loss of chloride ions and 
base ions may have been excessive. This is im- 
portant because one should not regard the plasma- 
chloride concentration as an index of the degree of 
dehydration. An increase in the non-protein 
nitrogen content of the blood is even more constant 
than a decrease in the blood chlorides. 

To explain the pain in intestinal obstruction, a 
number of theories have been advanced. The 
author agrees with Head, Ross, Hurst, and Morley 
that there are probably two types of pain from the 
abdominal viscera, one arising from the involved 
organs, which is dull, boring, and wearing, and the 
other a referred pain, which is of a sharp, aching, 
and stabbing character. With regard to the colicky 
pain, McIver states that any violent disordered type 
of peristalsis or localized chronic contraction of a 
segment of intestine may be painful and the pain 
so produced comes directly from the gut. Upper 
jejunal pain is apt to be referred to the midline 
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between the umbilicus and the ensiform cartilage, 
whereas sensation from the rest of the intestine 
tends to be referred to the region of the umbilicus 
or across the abdomen above this point. Pain from 
the large intestine is usually referred across the 
abdomen and below the umbilicus. 

Vomiting may be a reflex due to stimulation of 
the vomiting center and subsequently the result of 
peritonitis. In more advanced cases, regurgitation 
from the stomach may be responsible for it. Relief 
of the intra-intestinal pressure by regurgitation 
backward of intestinal contents is beneficial, «nd 
it is possible that the results obtained by a jejunos- 
tomy are produced by incomplete regurgitation into 
the terminal portion of the duodenum caused by 
angulation at the ligament of Treitz. The distention 
of the intestine is due to an increased amoun: of 
fluid derived from the stomach, pancreas, liver, nd 
intestine. As a result of the obstruction, the secre- 
tion of fluid is increased and absorption is retarded. 

The gas present in the intestine is due partl\ to 
decomposition of the intestinal contents and varies 
considerably with the type of material present in 
the intestines at the time of the obstruction. .\n- 
other source of gas is a diffusion of blood and gases 
into the intestinal lumen. A third source is swal- 
lowed air. The swallowing of air is especially apt 
to occur postoperatively. Gas is emptied from the 
intestine by being forced distally by peristalsis 
and by being absorbed from the lumen. In the 
presence of ileus it cannot pass peripherally, and 
because of the distention caused by accumulation 
of gas occurring more rapidly than absorption, the 
circulation of the bowel is interrupted and thereby 
the absorption of gas is still further diminished. 

ALTON OCHSNER, M.1) 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Tixier, L., Clavel, C., and Chabannes, H.: The 
Gravity of Interventions on the Male Biliary 
Tract (Gravité des interventions sur les voics 
biliaires dans le sexe masculin). Arch. 
belges de chir., 1932, xxxiii, 749. 

The authors report that in 149 surgical operations 
performed in the period from 1914 to 1930 Jor 
disease of the biliary tract in women the mortality 
was 15.43 per cent, whereas in 11 similar operations 
performed during the same period for biliary disease 
in men the mortality was 36.36 per cent. They re- 
port the 11 cases of biliary disease in men in detail. 

In a review of the literature they found that Cotte 
had a mortality of 18 per cent in the cases of fema!es 
and 33 per cent in the cases of males. The corres- 
ponding mortalities in Villard’s cases were 23 and 36 
per cent, and those in Boutin’s cases, 27.21 aii 
71.43 per cent. In 1928, Davis reported a mortal ty 
of 3.03 per cent in the cases of females and 7.14 pcr 
cent in the cases of males. The average mortality is 
therefore 17.29 per cent in the cases of females ai 
36.78 per cent in the cases of males. 
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rom a study of the statistics of various surgeons 
it is evident that the most frequent causes of death 
are peritonitis and pulmonary complications. Peri- 
tonitis was the cause of 35 per cent of the deaths of 
males and 13.5 per cent of those of females. 

Ilemorrhage also seems to be more common in 
males than females. Other causes of death seem to 
occur With equal frequency in males and females. 

in the male the bile passages are situated deeper 
than in the female. Therefore they are more difficult 
to exteriorize and operation is technically more 
dificult. 

A\s there is no test by which it is possible to de- 
termine the functional capacity of the liver with 
certainty, it is impossible to state that hepatic in- 
suiliciency is more frequent and severe in the male 
than in the female. The Maillard coefficient is 
slightly higher in the male, but by many it is con- 
sidered a mediocre criterion. 

The thorax of the male is more rigid than that of 
the female because of the more powerful mus- 
culature and the more complete ossification of the 
ribs and especially the costal cartilages in the male. 
The spinal column of the male is also more rigid 
than that of the female. In the male, the anteropos- 
terior diameter is 20.82 cm., and in the female 17.32 
cm. 
In the female the junction of the cystic and hepatic 
ducts lies 7.5 cm. from the abdominal wall. In the 
male the distance is 11.2 cm. The greater the 
anteroposterior diameter, the farther the biliary 
passages will be found from the abdominal wall. In 
the male the liver is more solidly fixed than in the 
female. Alcoholism, which plays an important part 
in hepatic insufficiency, has been more common 
among males than females, at least up to the last few 
years. It may cause also a delay in the coagulation 
of the blood. In cases of alcoholism, anwsthetiza- 
tion is more dangerous as a greater quantity of 
anesthetic is required and this increases the burden 
on the liver. Females react more favorably to 
hemorrhage and resist operative shock better than 
males. Men are more tolerant of pain and do not 
come to the surgeon until a much later stage of their 
illness, when numerous adhesions have formed. Men 
operated upon for biliary conditions are usually 
older than women treated for the same condition, 
and the severity of reactions to operation increases 
with age. 

In order to combat the greater mortality in the 
male operation should be limited to the minimal 
procedure (cholecystostomy) that will sufiice or, if 
exploration is imperative, the incision should be 
that affording the widest exposure (Kehr, Rio 
Branco, Mayo). Traction on the richly innervated 
pedicles should be avoided to prevent respiratory 
and cardiac reflexes. Peritonitis should be combated 
by more efficient drainage. When there is plastic in- 
sulliciency of the peritoneum, subhepatic peri- 
tonization should be done if necessary. Special care 
should be taken to obliterate with gauze, omentum, 
or some other substance the right side of the sub- 
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hepatic region which communicates with the greater 
peritoneal cavity by the parietocolic groove. A more 
careful pre-operative study of the patient should be 
made. The patient’s general resistance and hepatic 
function should be determined from the bile index of 
the plasma, the findings of the rose-bengal and 
bromsulphthalein tests, the Maillard-Lanzenberg 
coefficient, the bleeding time, the coagulation time, 
and the degree of induced glycemia. Patients in 
whom the chromagogue and biliary functions are 
both impaired before operation have less resistance 
to operation than those in whom only one of these 
functions is affected. Medical treatment should be 
given for as long a time as possible before operation. 
A detoxicating lactovegetarian diet is advisable. If 
the coagulation and bleeding times are increased, 3 
ampoules of hemostyl may be administered daily 
for six or seven days and 4 gm. of calcium chloride 
every other day. Lambret gives a blood transfusion 
of from 200 to 300 c.cm. the night before the opera- 
tion. He recommends also biliary opotherapy in 
large doses for fifteen days preceding the operation. 
Dupuy and Frenelle believe that the best prepara- 
tion of the patient is the pre-operative injection of 
1 liter of serum mixed with from 100 to 200 c.cm. of 
blood. Ether is the least toxic of the general anws- 
thetics. The ideal anesthesia is local anesthesia. 
One of the most important means of reducing the 
mortality is, of course, early diagnosis. 
Epitu S. Moore. 


Graham, R. R., and Cannell, D.: Accidental Liga- 
tion of the Hepatic Artery. Report of One Case, 
with a Review of the Cases in the Literature. 
Brit. J. Surg., 1933, XxX, 5606. 


To the twenty-seven cases of accidental ligation 
of the hepatic artery recorded in the literature, 
which they summarize, the authors add a case of 
their own. Their case was that of a man forty-nine 
years of age who had an extensive carcinoma of the 
stomach. During resection of the stomach the hepa- 
tic artery which was involved in an inflammatory 


mass was sectioned and ligated. Careful chemical 
studies of the blood failed to suggest any serious 
consequences. The patient had an uneventful con- 
valescence for three days, but on the fourth day 
signs and symptoms of pneumonia appeared and on 
the seventh day death occurred. Autopsy revealed 
bilateral pneumonia, a small quantity of peritoneal 
exudate, and fibrinous plaques and an area of early 
necrosis in the left lobe of the liver. The only re- 
maining sources of arterial blood for the liver were 
anastomoses of the phrenic arteries in the diaphragm 
and possibly a small anastomosis of the left gastric 
artery near the oesophagus and the left lobe of the 
liver. The amount of liver necrosis was not sufficient 
to have caused death. The authors believe that if 
the complications had not developed the patient 
would have survived the accidental ligation of the 
hepatic artery. 

Arterial blood is necessary for the maintenance of 
healthy liver tissue, but there is evidence to show 
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that the anastomoses between the phrenic arteries 
and the hepatic artery are sufficient to maintain 
circulation in the liver when the hepatic artery is 
shut off. Of the twenty-seven cases of hepatic 
artery ligation recorded in the literature, death 
occurred in fifteen. Most of the deaths were due to 
liver necrosis. However, it is evident that ligation 
of the hepatic artery is not necessarily fatal. Un- 
fortunately there may be no clinical or laboratory 
evidence indicating the occurrence of necrosis. 
STANLEY H. MENTzeER, M.D. 


Patey, D. H., and Whitby, L. E. H.: The Paths of 
Gall-Bladder Infection. An _ Experimental 
Study. Brit. J. Surg., 1933, Xx, 580. 


The bacteria most commonly found in cholecysti- 
tis in man are intestinal bacteria. The routes by 
which they enter the gall bladder are not known 
with certainty. 

Bacillus welchii injected into the portal veins of 
seventeen rabbits was recovered from cultures made 
of the gall-bladder wall thirty minutes later in every 
instance. Only two of seventeen bile specimens 
were positive after thirty minutes. In all of twenty- 
nine experiments the liver yielded positive cultures 
after forty-eight hours, and in eight out of nine it 
remained positive at the end of a week. Cultures of 
the systemic blood were likewise positive for twenty- 
four hours, but after forty-eight hours only three of 
fifteen were positive, and by the end of a week only 
one out of eight was positive. 

When the inoculation was made into the systemic 
circulation the results were approximately the same. 
Even when the inoculated solutions were greatly 
diluted, the systemic circulation gave positive cul- 
tures five minutes after intraportal injection, showing 
that the liver was not an efficient filter. When 
dilutions were used, the gall bladder remained sterile 
even though the systemic circulation was positive. 
When stronger solutions were used, the gall-bladder 
wall was constantly infected, but the bile remained 
sterile. The authors therefore conclude that the 
cystic artery is the route of gall-bladder infection. 
They state that the focus of the infection is far more 
likely to be the intestinal tract than a distant focus 
such as the teeth. Organisms lodge in the gall- 
bladder wall, not because of elective localization, 
but because of a decrease of local resistance. This 
has been demonstrated by others following ligation 
of the cystic or common duct. 

The lymphatics from the liver to the gall bladder 
are not the route of infection. If they were, the gall 
bladder would be as constantly infected as the liver. 
However, the authors found in their experiments 
that at the end of a week following intraportal 
inoculations the gall bladder rarely contained or- 
ganisms whereas the kidneys were still usually in- 
fected and the liver was almost invariably infected. 
Moreover, following the injection of India ink into 
the portal system or directly into the liver close to 
the bed of the gall bladder ink particles were never 
found in the gall-bladder wall, even when the latter 
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was artificially inflamed. When tissue from trans- 
plantable carcinomatous tumors was injected, it 
spread by direct lymphatic extension, but although 
the growths developed in the liver close to the 
gall bladder, none of them ever penetrated into the 
gall-bladder wall. 

Descending and ascending bile-duct infections 
were rare. STANLEY H. MENTZER, M.D. 


Bucalossi, P.: Experimental Researches on Chole- 
cystectomy (Ricerche sperimentali sulla cole: js- 
tectomia). Clin. chir., 1933, ix, 137. 


The purpose of the author’s research was to study 
anew the controversial problem of the anatomical 
and functional changes following cholecystectomy: 
in particular, the formation of a new storage rescr- 
voir for bile; the prevention of diverticulum forma- 
tion by the avoidance of trauma and by reénforce- 
ment of the stump; and the histology of the biliary 
tract and the bile flow into the duodenum after 
cholecystectomy. Bucalossi gives a critical discis- 
sion of the literature on these points and reports in 
detail his experiments on sixteen dogs. 

He found that simple cholecystectomy is followed 
by the formation, in the stump of the cystic duct, of 
a diverticulum which acts as a bile reservoir. ‘This 
dilatation is the result of faulty technique and may 
be avoided by removing the cystic duct completely 
and then folding the stump on itself and re-inforcing 
it with omentum. If this method is followed, 
trauma, as represented by moderate compression o/ 
the line of incision with a clamp for ten seconds, does 
not produce a diverticulum. Complete removal of 
the cystic duct is particularly important because the 
bile current, normally directed toward it, exercises 
its pressure at this point of least resistance. 

Histologically, permanent alterations of the mu- 
cosa of the bile ducts are not a necessary conse- 
quence of cholecystectomy. Aside from transient 
necrosis of the epithelium at the site of incision, the 
walls of the hepatic and common ducts are found 
entirely normal. The fibromuscular layer appar- 
ently does not undergo compensatory thickening. 
The structure of the diverticulum resembles that of 
the hepatic ducts much more than that of the gall 
bladder. 

The question of functional restoration of the 
larger bile passages after cholecystectomy has not 
been studied much experimentally, and reports are 
conflicting. Bucalossi found almost complete func- 
tional compensation. The discharge of bile into the 
duodenum, both in intervals of digestion and follow - 
ing induced elimination, is closely comparable io 
that occurring under normal conditions. The excre- 
tory ducts undergo changes, particularly dilatation. 
which adapt them to compensate for the storaze 
function of the gall bladder. The bile in these ducts 
is so modified during pauses in elimination as to 
render it similar in color and viscosity to gall-bladder 
bile. 

The author’s experiments prove that the <e- 
scribed technique constitutes a satisfactory metho! 
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of eliminating the gall bladder, and that after the 
operation the biliary passages undergo anatomical 
and physiological changes which give suflicient func- 
tional compensation. 
‘he article has illustrations and a bibliography. 
MAry ELIzABETH Morse, M.D. 


Graham, E. A., and Womack, N. A.: The Applica- 
tion of Surgery to the Hypoglyczemic State Due 
to Islet Tumors of the Pancreas and to Other 
Conditions. Surg., Gynec. & Obst., 1933, lvi, 728. 


The author reports on six cases of proved tumor 
of the islet tissue of the pancreas which were studied 
at the Barnes Hospital, St. Louis, during the last 
few years. Three of the cases were operated upon 
with success. In the three others, operation was not 
performed, but the tumors were found at autopsy. 
In all six cases the factor of chief interest was the 
regulation of the sugar in the blood. 

According to present conceptions, sugar equilib- 
rium is maintained by the counterplay under nerv- 
ous control of a number of factors, of which the 
secretions of several glands are most important. 
Insulin from the islands of Langerhans tends to 
diminish the amount of blood sugar, whereas the 
secretions of the medulla of the adrenal gland, the 
anterior lobe of the pituitary gland, and the thyroid 
tend to increase it. Despite this antagonistic action, 
the amount of sugar in the blood of normal individ- 
uals in the fasting state, that is, before breakfast, 
does not vary greatly, but is usually found to be 
about 0.10 per cent, or about 100 mgm. per 100 
c.cm. of blood. 

A syndrome of hypoglycemia has become recog- 
nized. The clinical manifestations of this condition 
include a feeling of malaise, lassitude, and inability 
to perform mental or physical work. These are often 
accompanied by trembling and sweating. The face 
may be alternately pale and flushed. There may be 
a fall in the temperature. With these symptoms 
there is usually a sensation of hunger which may be 
extreme and even agonizing. The sensation of severe 
hunger is often accompanied by yawning and mental 
confusion. The pulse is usually accelerated. Some of 
the most important and striking symptoms are re- 
lated to the nervous system. Mental confusion re- 
sembling epileptic convulsions has been noted so 
often that the first diagnosis made in several of the 
reported cases of island tumors was epilepsy. In 
most cases, however, the crises are different from 
those of true epilepsy of the grand mal type. Con- 
vulsions limited to one side of the body and even to 
the face or the extremities have been recorded. 
Amnesia is another common symptom. The patients 
seldom remember what they have done or said dur- 
ing the periods of mental and psychic abnormality. 
In some cases even localizing signs of disorder of the 
central nervous system, such as a Babinski sign and 
disturbances of the pupils, have been noted. In the 
more severe cases, coma frequently occurs. 

In many cases the neurological or psychiatric as- 
pects of the condition are so prominent that many 
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of the patients with chronic hypoglycemia have 
been referred primarily to neurologists and psychi- 
atrists for treatment. In general, the most severe 
manifestations are associated with the lowest blood 
sugar. When the blood sugar diminishes to 50 mgm. 
or less per 100 c.cm. the effects are likely to be 
severe. In 1924, Harris reported the cases of twelve 
patients with blood-sugar values of less than 70 
mgm., nearly all of whom presented some of the 
symptoms described. In 1925, Onas reported a case 
with epileptiform seizures. In 1927, Wilder, Allan, 
Power, and Robertson reported a case showing a 
definite relationship between the symptoms and the 
level of the blood sugar. At autopsy in this case a 
carcinoma of the islets of Langerhans with liver 
metastases was found. In 1928, Thalhimer and 
Murphy reported a similar case in which autopsy 
disclosed a tumor of the pancreas. 

The first successful operative removal of a pan- 
creatic tumor producing symptoms and signs of 
hypoglycemia was done in a case reported in 1929 
by Howland, Campbell, Maltby, and Robinson. 
The patient had an encapsulated tumor in the body 
of the pancreas which was easily removed. After the 
operation the symptoms were completely relieved 
and the blood sugar was restored to the normal level. 
From the findings of microscopic examination the 
tumor was diagnosed as a carcinoma. In 1926, Warren 
reported twenty tumors of the pancreas found in 
autopsy material, but none of the cases was studied 
clinically. Lloyd, in 1929, reported a case of ade- 
noma of the pancreas without hypoglycemia but 
associated with a pituitary and a parathyroid tumor. 
Recently, Smith and Seibel reported four cases in 
which autopsy disclosed an adenoma of the pan- 
creas. In one of them the tumor was definitely as- 
sociated with hypoglycemia. In another, there were 
symptoms suggestive of hypoglycemia. In a third 
there was.no clinical evidence of hypoglycemia, but 
the amount of blood sugar was not determined. In 
the fourth, there was severe diabetes instead of 
hypoglycemia. In 1928, MacClenahan and Norris 
reported a case of adenoma associated with severe 
signs and symptoms of hypoglycemia in a man forty- 
two years old. At autopsy, the tumor was found to 
be 1.6 cm. in diameter and distinctly encapsulated. 
There were no mitotic figures, and most of the cells 
resembled beta cells of normal islands. Neighbor- 
ing pancreatic tissue showed some hypertrophied 
islands. 

At the Barnes Hospital, St. Louis, three patients 
have been operated upon successfully since October, 
1930, for the removal of active tumors of islet tissue 
associated with marked evidence of hypoglycemia. 
In the first case there was a well-encapsulated ade- 
noma of the pancreas. The postoperative course was 
uneventful, and recovery was complete. In the sec- 
ond case the tumor was not sharply demarcated and 
the resection of a margin of normal pancreas about 
it was necessary. The bed of the tumor was closed 
and hemorrhage from the enlarged vessels was pre- 
vented by a pursestring suture. Convalescence was 
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stormy because of a pulmonary infection, but recov- 
ery was complete. The presence of normal pan- 
creatic tissue in the tumor and the absence of a defi- 
nite capsule suggested carcinoma rather than ade- 
noma. In the third case there were two tumors which 
required two operations before a successful result 
was obtained. At the first operation an adenoma 
was easily shelled out. At the second operation, per- 
formed two months later because the first one failed 
to effect a cure, a mass could be felt when the pan- 
creas was held between the index finger and the 
thumb. This was resected with a portion of the tail 
in which it was located. Recovery was uneventful, 
and the symptoms were relieved completely. 

To date, there have been seven cases of removal 
of tumors of the pancreas for hypoglycemia—the 
case reported by Howland in 1929, the three cases 
treated at the Barnes Hospital, St. Louis, one case 
treated at the Peter Bent Brigham Hospital, Bos- 
ton, and mentioned by Cushing, but not published, 
one case reported by Smith of Wisconsin, and one 
case reported by Ross and Tomasch of the Cleveland 
City Hospital. In none of these cases has death oc- 
curred. 

Because of the absence of mortality and the uni- 
formly dramatic nature of the recoveries, the au- 
thors conclude that prompt surgical exploration 
should be done in cases of hypoglycemia of unex- 
plained origin. 

The diagnosis of the presence of an islet tumor is 
by no means easy. Recognition of a state of chronic 
hypoglycemia, even when it is associated with char- 
acteristic symptoms, is not sufficient in itself for a 
diagnosis of islet tumor as other conditions have 
been found to be associated with the hypoglycemic 
state. In 1931, Phillips reported a case with symp- 
toms of severe hypoglycemia and loss of conscious- 
ness. One determination of the blood sugar in this 
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case was as low as 25. Autopsy disclosed in addi- 
tion to a subacute glomerular nephritis a marked 
hypertrophy of the islands of Langerhans (from 24> 
to 328 microns as compared with the normal of from 
146 to 157 microns, as given by MacCallum). 

It is well known that disturbances of the adrenal 
glands may be associated with hypoglycemia. 
There are now on record many observations showing 
that the blood sugar is lowered in Addison’s disease, 
and Anderson has reported a case in which there 
were pronounced symptoms of hypoglycemia asso- 
ciated with a carcinoma of one adrenal gland. 

Hypoglycemia is sometimes associated also with 
certain tumors of the pituitary gland, especially 
those arising in the chromophobe cells which cause 
adipose-genital symptoms of hypopituitarism. The 
literature on the association of pituitary lesions with 
hypoglycemia has been extensively reviewed |)y 
Sigwald. 

Various diseases of the liver such as primary car- 
cinoma, neo-arsphenamin hepatitis, and phosphorus 
poisoning, and such conditions as scleroderma ure 
known to be associated with hypoglycemia. 

Children sometimes present a clinical picture 
closely resembling that produced by an islet tumor 
which disappears spontaneously. 

It is therefore apparent that the diagnosis of spou- 
taneous hypoglycemia does not in itself establish the 
diagnosis of islet tumor. Moreover, it is not always 
easy for the surgeon to recognize an islet tumor. Ii, 
for example, the neoplasm is embedded in the sul)- 
stance of the pancreas, its recognition may be impos- 
sible by any justifiable means. 

In conclusion the authors say that when an adc- 
noma is found in a patient with hypoglycemia the 
chances are very great that its removal will be fol- 
lowed by marked improvement. 

E. M.D 


GYNECOLOGY 


UTERUS 


Julien, M. G.: Ambulatory Treatment of Retro- 
position of the Uterus (Traitement ambulatoire 
des rétropositions utérines). Comptes rendus Soc. 
frang. de gynéc., 1933, iii, 39. 

Retroposition of the uterus rarely causes symp- 
toms which necessitate or justify surgical interven- 
tion. The author describes a régime for the ambu- 
latory management of the condition. He states 
that in seventy-eight cases in which it was used over 
a period of four years it resulted in cure or improve- 
ment in 82 per cent. In three cases of secondary 
sterility it was followed by pregnancy. It requires 
several months and demands unlimited patience 
and coéperation between physician and patient. 
Briefly it is as follows: 

1. Medical treatment. This includes: (a) exer- 
cises carried out by the patient several times daily 
in the lithotomy or knee-chest position and consist- 
ing chiefly of voluntary contractions of the perineal 
muscles; (b) the administration of endocrine prod- 
ucts if indicated; and (3) the administration of 
iodides and hamamelis to stimulate the venous 
circulation. 

2. Gynecological procedures. These include dis- 
infection, of the genital tract, diathermy, electro- 
coagulation of the hypertrophied cervix, and pelvic 
massage. 

Disinfection of the genital tract is accomplished 
by the administration of stock vaccines and by 
mechanical and chemical cleansing. It requires 
several weeks, and is continued until tenderness and 
signs of infection disappear. 

Diathermy by the application of sacral, supra- 
pubic, and vaginal electrodes is given three times a 
week until about fifteen treatments have been 
administered. 

Electrocoagulation of the hypertrophied cervix is 
done to diminish the caliber of the venous sinuses, 
condense the tissues, and shrink hypertrophied and 
infected glands. The result is said to be involution 
of the uterus. 

Pelvic massage is carried out systematically after 
the cervix has healed from the effects of electro- 
coagulation and is continued until the uterus is 
restored to its normal position and mobility. Pelvic 
adhesions responsible for retrodisplacement yield 
readily to massage after the described preliminary 
treatments have been carried out. 

This mode of treatment is indicated in all cases of 
retroversion in which close coéperation between 
physician and patient can be assured. It is contra- 
indicated in all cases of recent acute or subacute 
pelvic inflammatory disease. 

Haroip C. Mack, M.D. 


Serdukoff, M. G.: Transplantation of the Endo- 
metrium. Method and Results Obtained in 
Amenorrhea, Sterility, and Premature Senes- 
cence (Transplantation de l’endométre. Méthode 
appliquée et résultats obtenus dans l’aménorrhée, 
la stérilité, et la sénescence prématurée). Gynéc. el 
obst., 1933, XXVii, 33. 


It is believed by the majority of research workers 
and clinicians that the endometrium has an endo- 
crine function and that its specific substances will 
soon be discovered. 

The resistance and vitality of the endometrium 
make its transplantation possible, but transplanted 
endometrium can function only in the presence of 
normal ovaries. The author has transplanted the 
endometrium from one woman to another in four 
cases. The steps in his technique are as follows: 

1. After a careful pelvic examination, the abdo- 
men is opened and the uterus incised in the median 
line of the anterior wall. The uterus is then opened 
like a book. 

2. The scar tissue in the uterine cavity is very 
carefully removed and the cervical canal then 
probed with a uterine sound. Sometimes the scar 
tissue obliterates the cervix completely. If the cer- 
vical canal is obstructed, the incision in the uterus is 
enlarged down to the uterovesical fold. As a rule 
the external os can then be dilated easily. 

3. The endometrium freshly removed from 
another woman of the same blood group and with a 
negative Wassermann reaction is implanted in the 
uterine wall by suturing the pieces of endometrium 
to the muscle with catgut or grafting them into in- 
cisions in the muscle. 

4. The uterus is then closed in two layers. 

5. Two weeks after the operation the uterine 
cavity is explored after dilatation of the cervix with 
Hegar bougies Nos. 6 to 8. Sometimes a little dark 
blood appears. The dilatation is repeated at least 
once a month during the next four months. 

The first case reported by the author was that of 
a woman thirty-two years of age who had metritis 
dissecans. Examination revealed atrophy of the 
uterus with obliteration of the uterine cavity. ‘The 
cervical os could not be found. Ovarian function 
was normal. The patient had suffered for five vears 
from headaches, nose bleeding, and amenorrhcea. 
Transplantation of endometrium was done in 1929. 
Since then, menstruation has occurred normally. 

The second case was that of a woman twenty-three 
years old who entered the clinic in April, 1930. The 
last menstrual period had occurred two years pre- 
viously. At that time the patient went through a 
normal pregnancy and normal labor at full term. 
After delivery she developed a puerperal infection 
which necessitated curettage. Since then she had 
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had complete amenorrhoea. The cervix and uterine 
body were found to be hard and smaller than normal. 
The external os of the cervix was totally obliterated. 
The sound could not be passed, even with force. The 
left ovary was cystic and prolapsed. The Serdukofi 
operation was performed. The donor of the endo- 
metrium was a woman operated upon for fibromyoma 
of the uterus. Postoperative convalescence was un- 
eventful. When the patient was discharged seven- 
teen days after the operation the body of the uterus 
was somewhat large and hard and the uterine 
cavity measured 6 cm. Following the introduction 
of a sound into the uterus a slight amount of dark 
blood escaped. 

The third case was that of a woman thirty-two 
years of age who had had amenorrhcea ever since a 
curettage performed when she was twenty-five years 
old. Examination revealed obliteration of the 
cervical canal and uterine cavity, perisalpingitis on 
the left side, and a retroverted, small, and hard 
uterus. On examination eleven days after the 
Serdukoff operation the uterus was found anteflexed, 
movable, and of normal size and consistency. 

In the fourth case, Serdukoff transplanted endo- 
metrium and an ovary to a fifty-six-year-old woman 
suffering from menopausal symptoms and _ psy- 
chasthenia. The donor was a woman twenty-five 


years old who was operated upon for bleeding 
caused by adenomyosis. The patient made an un- 
eventful recovery. On September 1, 1932, about six 
months after the first operation, an ovarian trans- 
plantation into the abdominal wall was performed. 
The menopausal symptoms then ceased entirely. 
On pelvic examination the uterus was found ante- 


flexed and of normal size and consistency. The 
uterine cavity measured 7 cm. During the dilata- 
tion of the cervix a few drops of dark blood were 
found in the uterine cavity. Menstruation has not 
re-appeared as yet, but Serdukoff believes it can be 
expected as soon as the organism has gained its 
endocrine balance. 

Serdukoff draws the following conclusions: 

1. The endometrium has not only a secretory 
activity, but also an endocrine function. 

2. Its function is related to menstruation, the 
function of other endocrine glands, the formation of 
lipoids, and the formation of ferments. 

3. It has considerable resistance and great vital- 
ity, which facilitate its transplantation. 

4. Transplantation of endometrium from one 
woman to another by the Serdukoff method is a 
simple operation which re-establishes the fundamen- 
tal functions of the female and results in rejuvena- 
tion of the organism. Isaac ANpRusSIER, M.D. 


Dean, A. L., Jr.: Injury of the Urinary Bladder 
Following Irradiation of the Uterus. J. Urol., 
1933, XXiX, 559. 

Pathological conditions of the bladder caused by 
irradiation of the uterus are not uncommon and may 
be very serious. Sometimes they result in death. 
The bladder may be injured even by skilled opera- 
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tors and when it is protected as much as possible. 
It always receives some irradiation, and the amount 
is increased when large doses are given, as in cancer, 

The most important irradiation reaction is the 
tertiary reaction, formerly called a delayed radium 
burn. In the author’s series of forty-seven cases, 
this was manifested from ten to one hundred and 
fourteen months after the treatment, an average of 
two years and six months. The lesion is the result 
of obliterative endarteritis. There is usually a 
white avascular central area surrounded by a zone 
of dilated blood vessels, but in some cases the center 
may break down, forming an ulcer with infection. 

The onset of the symptoms is usually sudden. ‘The 
symptoms consist of frequency, hematuria, and 
dysuria. The pain is acute. The hemorrhage may 
be severe enough to cause death, as in two of the 
author’s cases. 

A correct diagnosis is very important. It is com- 
paratively easy if the possibility of the condition js 
kept in mind. It is based on the history and the 
findings of vaginal examination, cystoscopic exari- 
nation, and biopsy. The patient may not associate 
the condition with the irradiation, as many montis 
may have elapsed since the treatment. Biopsy is 
necessary as the cystoscopic picture may be indis- 
tinguishable from that of cancer. When ulcers are 
present, as in 71 per cent of the author’s cases, they 
are located in the posterior third of the base of thie 
bladder, almost in the midline. 

Before ulceration occurs, the prognosis is gowl. 
When ulceration is extensive, the prognosis must lc 
guarded and the treatment continued for months 

In order to prevent serious bladder injury in the 
treatment of uterine disease by irradiation, the 
amount of irradiation should be limited to the 
minimal amount necessary for cure and the bladder 
should be properly shielded. 

In general, the treatment of irradiation injury 0! 
the bladder is symptomatic. The principal indica 
tions are the relief of pain and the overcoming o/ 
infection. In most cases the pain can be relieved |) 
the administration of 4 c.cm. of tincture of hyo. 
cyamus in water every four hours. In some casc- 
codein may be necessary. Heat is soothing, aii 
rest is important. Lavage of the bladder with from 
1 to 2 per cent phosphoric acid is beneficial. As thc 
patient becomes more tolerant, the phosphoric aci! 
may be increased to 5 per cent and 20 c.cm. o! » 
per cent mercurochrome-220 soluble may be |): 
stilled. The best results are obtained by daily trea 
ments. The treatment must be given at increasing 
intervals until healing is complete. The urine 
should be kept faintly acid. T. Froyp Beit, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 
Brewer, J. I., and Jones, H. O.: Granulosa-Ce!l 
Hyperplasia of the Ovary. Am. J. Obst. & Gyi 
1933, XXV, 505. 
The origin of the growth of granulosa cells has been 
difficult to determine because the tissues have usu:!- 
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ly been bulky and the relations to the ovarian 
structures distorted or destroyed. 

In the authors’ specimens there was no hyper- 
plasia of the granulosa-cell layers of the follicles in 
the cortex, and no normal follicles were found in the 
medulla. However, a distinct similarity was noted 
between the growths and the arrangement of the 
germinal epithelium in the fetal ovary. 

An origin in embryological rests of germinal 
epithelium is suggested by the following facts: 

1. The growths and fetal ovaries are similar. 

2. The growths occur in the medulla and in areas 
outside the ovary where there are normally no 
follicles. 

3. There is no hyperplasia of the follicular cells 
in the cortex. 

4. Abortive types of follicles and ova are present. 

Many gynecologists deny the presence of follicles 
in these growths. In the first growth described in 
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this article there were abortive types of follicles and 
ova. The authors are certain that the structures 
were follicles because the cells were similar to 
granulosa cells, they were arranged in follicles, they 
contained ova, and they were surrounded by theca 
cells. 

Many investigators believe that a hormone is 
produced in these growths. In the authors’ three 
cases there was uterine bleeding although two of 
the women had passed the menopause. In one case 
the endometrium was polypoid, and in one the 
other ovary contained many simple follicular cysts. 

The authors believe that the growths they report 
were probably benign although many gynecologists 
consider similar structures malignant on account of 
the uterine bleeding and the arrangément of the 
cell masses. In none of the authors’ three cases 
were metastases found or recurrences observed. 

Epwarp L. CorNELL, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Liegner, B.: The Metabolism of the Liver in Preg- 
nancy and Its Relations to Pancreatic Func- 
tion (Der Leberstoffwechsel in der Schwangerschaft 
und seine Beziehungen zur Pankreasfunktion). 
Zischr. f. Geburtsh. u. Gynaek., 1932, Ciii, 479. 


This report, which is based on unusually exten- 
sive experimental data, deals with the question as to 
whether disturbances in the carbohydrate metabolism 
are to be found with any degree of regularity in the 
individual phases of pregnancy. The behavior of the 
hepatic metabolism of the fetus and its possible 
relation to that of the maternal organism were 
studied. In the second part of the article the author 
discusses the question as to whether, during any 
phase of pregnancy, the islands of the maternal 
pancreas show changes which, on the basis of 
functional and physicochemical studies, may be 
considered specific for pregnancy. In the pancreas 
of the fetus the formation and development of the 
islands of Langerhans were studied to determine 
when the fetal islands of Langerhans begin to 
function. The latter determinations were made on 
human fetuses in various stages of development and 
compared with the findings in animals. The ex- 
perimental animals were guinea pigs. The absolute, 
relative, and dry weights of the liver and the glyco- 
gen and fat content of the liver were determined. 
The optimal time for these studies was twelve 
hours after the ingestion of the last meal. When they 
were made in the intervals the findings were incon- 
stant because of the effects of the previous meal. 

From the results of these investigations the author 
concludes that the increase in the absolute weight of 
the liver is to be regarded as one of the important 
changes of pregnancy. The diminution in the 
relative weight of the liver at the end of pregnancy 
is due to the often considerable increase in the 
weight of the mother caused by the fetus. It cannot 
be expected, nor do the findings show, that the liver 
will increase in weight in direct proportion to the 
body weight. The dry weight and the water con- 
tent showed no regularity or rule, the values fluctu- 
ating from 20 to 30 per cent and from 80 to 70 per 
cent respectively. However, a certain constancy in 
the water content of the liver was evident. 

The glycogen values of the liver diminish at the 
beginning of pregnancy. They then slowly increase 
and become practically normal at the middle of 
pregnancy. In the second half of pregnancy the 
glycogen content of the liver is considerably de- 
creased, but at this stage also the sharp decline is 
followed by a slow increase. 

The fat content of the liver increases during preg- 
nancy, and especially in the second half. Cor- 


responding to the diminution in the glycogen content 
there is an increase in the fat, a condition which o})- 
tains throughout pregnancy. In the first half of 
pregnancy these changes occur periodically. In the 
second half they are very pronounced. Diminution 
of the glycogen signifies either a deficient ability to 
form glycogen from carbohydrates or a diminution 
of the power to retain it in the liver in normal 
amounts. The increase in the fat shows that in the 
pregnant organism the fat reserves are more easily 
and rapidly mobilized and transported to the liver 
where they are converted into carbohydrates. Dur- 
ing pregnancy there is a special need for fat in the 
liver since, in contrast to the non-pregnant state, 
the glycogen in the liver is reduced to the minimum 
and the carbohydrates required for maintenance o{ 
organic function can be formed only from fat. 

In the fetus hepatic glycogen in amounts greater 
than those in the mother were found soon after thic 
middle period of pregnancy. This indicates that t\\« 
fetal liver has developed the ability to form as w«|| 
as to store glycogen by the middle of pregnancy. 
From the thirty-fifth day of the pregnancy there was 
also a marked increase in the fat content of the feti| 
liver which at times greatly exceeded the fat storaye 
in the maternal liver. 

Toward the middle of pregnancy the insular aj)- 
paratus of the fetal pancreas was found to be quite 
well developed. The author believes it probable 
that, parallel with such an intensive and extensiv« 
morphological development, there must be 4 
development of metabolic function. Control studics 
on the human fetus led to the conclusion that secre. 
tion from the islands of Langerhans begins in the 
fetus in the seventeenth week, and at the middle «i 
the pregnancy the islands are so well developed that 
they are able to add a considerable amount of in 
sulin to the insulin produced by the mother. 1!) 
studies of the maternal pancreas of pregnant ani 
mals the author found histological changes in the 
islands of Langerhans, the predominantly regressi\« 
character of which led him to conclude that the\ 
were the morphological indications of a functiona! 
disturbance. These changes were especially marke: 
in the first half of pregnancy. Their disappearani« 
later suggested that the pancreas had returned tv 
normal and the disturbance of function had bec: 
overcome. The author attributes the recovery to the 
fetal hormones received by the maternal organism. 

ROSSENBECK (G). 


Daly, A.: An Aid in the Treatment of Toxzemia of 
Pregnancy. J. Obst. & Gynec. Brit. Emp., 

xl, 209. 
Cantarow, Montgomery, Bolton, and others ha. 
stated that during pregnancy there is a diminution 
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in the serum calcium. Osman and Close have 
demonstrated that the plasma bicarbonate also 
decreases. Cameron believes that during the preg- 
nant state calcium is the main custodian of hepatic 
function, and that the blood-calcium level is low, 
especially when a pre-eclamptic toxemia is present. 

Following the treatment of albuminuria of preg- 
nancy suggested by Cameron, the author reports his 
observations of the calcium-alkali therapy. The 
treatment is as follows: 

1. In all cases of albuminuria of pregnancy an 
alkali compound tablet containing 4o gr. of potas- 
sium citrate, 20 gr. of sodium bicarbonate, and 714 
gr. of calcium sodium lactate is given from three to 
five times daily. 

2. In severe cases an ampoule containing 20 c. 
cm. of a sterile aqueous solution of 20 gr. of sodium 
bicarbonate and 20 gr. of diuretic sodium acetate is 
given intravenously. 

3. An ampoule containing 514 gr. of anhydrous 
calcium acetate, 1 minim of glacial acetic acid, and 
sterile water to make 2 c.cm. is given intravenously. 
These constituents are made up to 170 c.cm. with 
sterile water and injected slowly with a funnel and 
tube. 

4. When calcium is used alone, 1o per cent cal- 
cium gluconate is given in ro-c.cm. doses. 

Following this treatment the albumin shows a 
quite remarkable decrease. If it increases again the 
alkali and calcium are repeated. The treatment is 
followed also by a fall in the blood pressure and 
subsidence of the oedema, epigastric pain, and head- 
ache. While these may recur, the albuminuria will 
usually be controlled. The urinary output is nearly 
always greatly increased. 

The patient is allowed the usual general diet unless 
the toxemia is severe, when only liquids are given. 
The increase in the urinary output makes this treat- 
ment of great value. 

As induction of labor is necessary in only a few 
cases, a high fetal mortality is prevented. The 
incidence of premature births is also greatly de- 
creased. 

The findings and treatment in fifty cases of tox- 
wmia of pregnancy, including ten with eclampsia, 
are reported. There was no mortality in these 
cases and the effect of the treatment was usually 
prompt. Donatp G. Totterson, M.D. 


LABOR AND ITS COMPLICATIONS 


Reeb, M., and Israél, L.: Delivery After a Salt- 
Free Dietary Régime (L’accouchement aprés ré- 
gime déchloruré). Gynéc. et obst., 1933, XXVil, 193. 


Since the publication of a report by Hofstein and 
Petrequin in 1931 which seemed to show that the 
administration of a salt-free diet during the latter 
months of pregnancy materially reduces the dura- 
tion of labor, Reeb and Israél have been studying 
this problem. From the results noted after this 
régime in twenty cases they conclude that a salt- 
free diet diminishes the duration as well as the pain 
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of labor and greatly decreases the incidence of spas- 
modic states (lumbar pain, prolonged and severe 
uterine contractions, spasmodic contractions of the 
cervix). In the cases reported no other methods to 
expedite labor or diminish the pain were used. In 
the cases of ten primiparx, complete cervical dilata- 
tion was obtained in an average of less than seven 
hours, and in the cases of six secundipare and four 
tertipara, it was obtained in an average of less than 
four hours. 

The results are best when salt is completely elimi- 
nated from the diet during the last two months of 
pregnancy. However, as patients do not adhere to 
the régime strictly, the diet is usually poor in salt 
rather than free from salt. If the diet is followed 
strictly the amount of sodium chloride excreted in 
the urine per liter does not exceed 1 or 2 gm. 

While the authors make no claim that this régime 
is infallible, they are convinced that when it is used 
in conjunction with other methods of treatment 
(artificial rupture of the membranes; the adminis- 
tration of pituitary extract and spasmalgine) labor 
will be rapid and painless. Attempts to find a scien- 
tific explanation for this effect were unsuccessful. 
Determinations of the chloride content of the blood 
plasma during pregnancy showed no marked devia- 
tions from the normal. Moreoever, there was no 
change in the reaction to galvanic excitation after 
restriction of salt in the diet, and pregnant women 
did not differ in this respect from non-pregnant 
women. The authors therefore conclude that the 
decrease of pain has no relationship to galvanic 
excitability. They suggest that changes in mineral, 
fat, and protein metabolism during pregnancy may 
play a part, but strongly suspect that the salt-free 
diet in some manner alters the water balance and 
produces its effect through dehydration. 

Harotp C. Mack, M.D. 


Kreis, J.:_ The Physiology and Pathology of Cer- 
vical Effacement During Pregnancy. Its Rela- 
tionship to Engagement of the Head and to 
Spontaneous Rupture of the Bag of Waters 
(Physiologie et pathologie de l’effacement du col au 
cours de la grossesse; ses rapports avec l’engagement 
de la téte et avec la rupture spontanée de la poche 
des eaux). Gynéc. et obst., 1933, XXVii, 97. 


Studies made at the Strasburg Gynecological and 
Obstetrical Clinic concerning certain factors in the 
mechanism of labor, particularly the réle of the bag 
of waters in dilatation and effacement of the cervix, 
seem to show that opinions previously held must be 
modified. The author summarizes the results of 
these clinical investigations and attempts to prove 
that spontaneous delivery is frequently abnormal in 
a physiological sense and that in the majority of 
cases a form of treatment which he designates as 
“medical accouchement”’ is beneficial. His con- 
clusions are as follows: 

In the primipara as well as the multipara the state 
of the cervix, its length, and its degree of permeabil- 
ity present such great variations that fixed theo- 
retical rules cannot be laid down. The variations 
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often result in an imperfect mechanism of efface- 
ment. Effacement of the cervix is progressive dur- 
ing pregnancy and occurs from within outward and 
from below upward. It should be achieved by the 
onset of labor without dilatation of the external os. 
From the physiological point of view, the multipara 
should conform to the same laws as the primipara. 
If she does not, the difference is due, not to a mecha- 
nism different from that present in the primipara, 
but to a diminution of the normal tissue functions. 
Similar tissue abnormalities are present also in a 
large number of primipare. 

In the primipara, engagement of the fetal head 
may be independent of the length and dilatation of 
the cervix as well as of the stage of the pregnancy. 
It has been observed that engagement of the head 
occurs more frequently when the cervix is short or 
widely dilated. Opening of the cervix has previously 
been recognized as a mechanism compensatory to 
efiacement. Up to a certain point, progressive 
effacement favors engagement of the head. There- 
fore, from the physiological point of view, it is im- 
possible to postulate engagement of the head in the 
primipara without effacement during pregnancy. 
If the head remains mobile despite effacement, cer- 
tain special inhibitory factors are present. 

In the multipara the incidence of engagement of 
the head in the tenth lunar month is greater than 
that of non-engagement. Opening of the cervix be- 
ing more frequent than in the primipara and the 
mechanism of effacement being facilitated by de- 
creased resistance of the cervix to the contractions 
of the fundus, it follows that, from the physiological 
standpoint and from the point of view of engagement 
of the head, the multipara follows the same laws as 
the primipara. Occurring simultaneously with 
effacement of the cervix, there is a descent of the 
uterus into the pelvis and with it a descent of the 
external os. This descent may compensate for in- 
sufficient effacement of the cervix and thus bring 
about engagement of the head. Failure of this 
descent to occur may hinder engagement of the head 
in spite of cervical effacement. The same patho- 
logical and physiological mechanisms apply to en- 
gagement of the head in the primipara and the mul- 
tipara with the difference that, because of mechani- 
cal abnormalities, the multipara frequently enters 
labor with the head unengaged. 

The fate of the bag of waters (spontaneous rup- 
ture, premature rupture, or rupture at the time of 
complete dilatation) is usually determined by the 
extent to which the membranes are attached to the 
walls of the lower uterine segment. In general, 
anomalies of this fixation and faulty muscular 
mechanisms of effacement determine the time of rup- 
ture of the membranes before complete dilatation. 
Abnormal adherence of the membranes may in it- 
self impede the normal mechanism of effacement. 
Premature rupture of the membranes occurs most 
often when effacement is distinctly retarded and 
least often when effacement is normal. The bag of 
waters is no longer considered an important factor 
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in the normal process of dilatation and effacement. 
Therefore artificial rupture of the amniotic sac is 
not only excusable, but indicated because, coinci- 
dent with retardation of effacement, the bag of 
waters is one of the principal obstacles to dilata- 
tion of the cervix during labor. 

Harotp C. Mack, M.D. 


Piccardo: Healing of the Myometrium After 
Ceesarean Section (Sulla riparazione del miomet 
rio nel taglio cesario). Arch. di oslel. € ginec., 1433, 
xl, ror. 


The author reviews the conflicting reports in the 
literature on the histology of the healing of the uter- 
ine incision after cesarean section; specifically, as to 
whether it occurs by proliferation of muscle or |)y 
scar formation. Some investigators deny the rege)- 
eration of muscle; others believe that it occurs to a 
certain extent; and still others find complete rest \- 
tion of all layers. 

Piccardo carried out three series of experiments. 
each on both pregnant and non-pregnant guinea 
pigs. A longitudinal incision was made through the 
entire thickness of the uterine horn and then close 
with silk sutures, the site and technique being con- 
parable to those of cesarean section. Vital staining 
with trypan blue was employed to study the |v- 
havior of the reticulo-endothelium in the reparative 
process. In the three series, the injections of the dive 
were begun at intervals respectively of one and « 
half, two, and four months after the operation. ‘Ihe 
animals were killed twenty-four hours after the 
seventh injection. The histological findings are 
described at length. 

Both the gravid and non-gravid uteri showed a 
linear scar of connective tissue which was more or 
less cellular, depending on the postoperative inter- 
val. Regeneration of muscle appears possible soon 
after operation, as muscle cells in mitosis occurred 
in the scar. Later, however, this phenomenon dis 
appeared. The proliferation of muscle cells was no 
greater in the pregnant than in the non-pregnant 
uterus. Piccardo suggests that the muscle cells are 
derived from the walls of the newly formed blov:! 
vessels. He concludes that after cesarean section 
the myometrium heals in essentially the same mat 
ner as an aseptic incision in any other organ, i.e., b\ 
scar formation. The endometrium regenerates com- 
pletely, as after curettage and every pregnancy. 

With regard to the resistance of the cicatrix. 
Piccardo found that the sclerotic connective tissic 
is certainly no less strong than the myometrium. 
During pregnancy, however, the myometrium un 
dergoes biological transformation, while the scar 
tissue remains unaffected. Although theoretically 
this inertia might cause disturbances during parturi- 
tion, it usually does not, because of the relative! 
small area of uterus involved. If difficulties occur, 
they are the same as those which necessitated tli 
first operation. 

The article has illustrations and a bibliography 

Mary Morse, M.D. 


OBSTETRICS 


PUERPERIUM AND ITS COMPLICATIONS 


Rose, J. K.: The Value of a Limited Bacteriological 
Control in the Prophylaxis of Puerperal Sepsis. 
J. Obst. & Gynec. Brit. Emp., 1933, xl, 273. 


An experiment in bacteriological control with re- 
gard to the streptococcus hemolyticus over the 
three-year period from 1929 to 1932 is recorded 
irom the Elsie Inglis Maternity Hospital, Edin- 
burgh, Scotland. Increased morbidity was found in 
all cases in which the hemolytic streptococcus was 
present in the fauces or vagina during the lying-in 
period. No attempt was made in any case to investi- 
gate the strain of the organisms. Hemolytic strep- 
tococci were found in the genital passages in 6.8 
per cent of hospital patients and in 9.6 per cent of 
district patients. Streptococcal infection giving rise 
to pyrexia occurred in 0.6 per cent of the hospital 
cases and in 1.4 per cent of the district cases. The 
cases Classified as ‘“‘morbidity cases’ were those 
showing a temperature of 100 degrees F. or more on 
any 2 of the bi-daily readings from the first to the 
twenty-first day of the puerperium. There were 
2,785 hospital and 98g district cases. The per- 
centage does not support the view that uncompli- 
cated confinements may be conducted more safely 
in the patient’s home than in a hospital. 

In cases with positive throat cultures morbidity 
is due chiefly to diseases of the respiratory system 
and mastitis. In cases with positive vaginal cul- 


tures it is usually of genital origin. In some cases 
(fewer than o.1 per cent), hemolytic streptococci 
may be normal inhabitants of the lower vagina of 


the pregnant woman, but when they are present in 
the vagina during the last month of pregnancy they 
should be regarded as potentially dangerous. 

A knowledge of the bacterial flora of the genital 
tract, especially during the last month of preg- 
nancy and the early days of the puerperium, is of 
value as it permits special precautions if pathogenic 
organisms are found. Preventive measures should 
include treatment of the throats of patients and 
attendants with positive throat cultures, treatment 
of the vagina during the late antenatal period and 
throughout labor when the vaginal cultures are 
positive, and all measures which can be devised to 
protect the patient from contact with acute or sub- 
acute infection at home or in the hospital. The 
technique of the obstetrical attendant should be 
adequate to prevent the risk of contagion from all 
sources, including droplet infection. 

RowLanp M. Exkstranp, M.D. 


Benson, W. T., and Rankin, A. L. K.: Treatment of 
Puerperal Septiczmia with Antitoxic Serum. 
Lancet, 1933, ccxxiv, 848. 


The authors attempted to determine the thera- 
peutic value of antitoxic serum in puerperal sep- 
ticemia due to infection with the streptococcus 
hwmolyticus. During a period of six years they 
studied a series of 114 cases of this condition. The 
mortality of blood infection due to the strep- 
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tococcus hemolyticus is at least 70 per cent. The 
limited but very definite value of serum treatment in 
scarlet fever led to the use of streptococcal antitoxin 
in puerperal sepsis and erysipelas. It was realized 
that in these infections the pyogenic and invasive 
properties of the hemolytic streptococcus present a 
therapeutic problem very different from the relative- 
ly simple neutralization of exotoxin which gives 
such satisfactory results in scarlatina. 

In each of the 114 cases the clinical diagnosis of 
septicemia was confirmed by positive blood cul- 
tures during life. While it is impossible to evaluate 
any method of treatment in puerperal septicemia 
with scientific accuracy, the authors believe that by 
careful consideration of the patient's age and parity 
and the duration of her illness at the time of her 
entrance to the hospital they avoided many errors. 
To exclude variations in the virulence of the strepto- 
coccus a control case was selected for each serum- 
treated patient as far as possible in the same year. 

The mortality in 57 cases treated with serum was 
75 per cent. Twenty-four patients received serum 
intravenously. In several cases temporary improve 
ment followed the injection of the serum. In a few, 
the serum may have prolonged the agony. In many, 
no therapeutic effect could be ascertained. 

In the 57 control cases the mortality was 68 per 
cent. These cases were treated along general lines 
(19 with a mortality of 68 per cent) as well as by 
the intravenous administration of glucose and 
chemotherapy. 

The authors conclude that a cure for hemolytic 
streptococcus septicemia is still to be discovered. 

Harry W. Fink, 


MISCELLANEOUS 


Peckham, C. H.: The Effect of Increasing Parity 
on Some Obstetrical Conditions. Bull. J o/s 
Hopkins Hosp., Balt., 1933, lii, 325. 

In an analysis of a series of 29,227 consecutive 
deliveries at or near term on the obstetrical service 
of the Johns Hopkins Hospital, Baltimore, it was 
found that both the maternal and the fetal mortality 
rates rise with increasing parity. In the cases of 
multipare the maternal mortality is constantly 
higher than in the cases of primiparw. The fetal 
mortality is lowest in the cases of parw-ii and pare-iii 
and increases with parity until, in the cases of pare- 
viii and above, it is higher than the fetal mortality 
in the cases of primipare. Both the maternal and 
fetal mortality are significantly higher in the 
cases of colored women than in the cases of white 
women, 

From a study made of some of the more common 
obstetrical complications to determine the cause of 
these differences the following conclusions are 
drawn: 

1. There is a definite increase in the incidence of 
breech presentation in the cases of parw-vi and above. 
This type of presentation occurs more frequently in 
white women than in colored women. 
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2. Transverse presentation occurs rarely in pri- 
miparx and becomes increasingly common with an 
increase in parity. It is also more common in white 
women than in colored women. 

3. Eclampsia is predominantly a disease of pri- 
mipare, showing no increase in the cases of women 
who have borne a large number of children. It 
occurs somewhat more frequently in colored women 
than in white women. 

4. Nephritis increases with parity and un- 
doubtedly is an important factor in the mortality 
in the cases of women who have borne a large num- 
ber of children. There is very little difference in its 
incidence in white and colored women. 

5. The incidence of total toxemias is high in 
primipare. It is lowest in secundipare. After the 
birth of the second child it increases steadily and 
rapidly. In the cases of para-viii and above it is 
higher than in primipare. Very little difference is 
noted in its incidence in white women and colored 
women. 

6. Placenta previa occurs most frequently in 
multiparz and its incidence increases with parity. 
It is somewhat more frequent in white women than 
in colored women. 

7. Premature separation of the placenta occurs 
with about equal frequency in pare-i to pare- 
vii. In women who have borne more than 7 chil- 
dren it is definitely increased. It is slightly 
more common in white women than in colored 


women. : 
8. The incidence of postpartum hemorrhage is 
highest in primipara. After the birth of the first 


child it steadily decreases except that in the cases of 
parze-x and above it shows a rather sharp increase. 
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It is much more common in white women than in 
colored women. 

9. Pyelitis is most common in primipare and 
decreases with increasing parity. It occurs more 
often in white women than in colored women. 

10. Multiple pregnancy is apparently most apt to 
occur in pare-vi and above and least apt to occur 
in primipare. It is slightly more frequent in white 
women than in colored women. 

11. Puerperal infection occurs most frequently 
in primipare. After the birth of the first child its 
incidence decreases steadily until the para-v group 
is reached, when it rises somewhat. It is much more 
common in colored women than in white women, 
and is the chief cause of the greater mortality of 
colored women. 

12. The incidence of operative delivery is highest 
in the cases of primipara. It is lowest in the cases of 
pare-iv and pare-v, but after the birth of the fifth 
child it shows a steady and rather rapid rise. It 
occurs much more commonly in the cases of white 
women than in those of colored women. 

13. The smallest infants are born to primiparv. 
With increasing parity, the weight of the child rises 
steadily so that the average child born to a para-x 
or more weighs 12 oz. more than the child of the 
primipara. The children of white women are, on an 
average, several ounces heavier than those of col- 
ored women. 

14. Although the mean duration of labor is natu- 
rally several hours more in the cases of primiparwe 
than in those of multipare, no significant change is 
noted with increasing parity. The average labor is 
definitely longer in colored women than in white 
women. ALBERT W. HoLMman, M.1). 


GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Schinz, H. R., and Uehlinger, E.: Hypernephroma 
and Its Metastasis to Bone (Das Hypernephrom 
und seine Knochenmetastasierung). Acta radiol., 
1933, Xiv, 56. 


From the biological point of view, hypernephro- 
mata occupy a special place among malignant 
tumors. They are most common in the sixth decade 
of life and occur four times more frequently in males 
than in females. Of the authors’ thirty-four cases, a 
single metastasis occurred in six and multiple 
metastases in fourteen. The metastases were found 
most frequently in the lungs and bones. The bone 
metastases are often the first metastases and are 
often single. In most cases they are associated with 
involvement of the internal organs. Multiple bone 
metastases occur most often in the bones of the 
trunk, the femur, and the humerus. They are fre- 
quently found in symmetrical bones. Single bone 


metastases occur most often in the humerus, the 
skull, and the proximal metaphysis of the femur. 
Very often the single bone metastases develop 
earlier than the primary tumor. 

The bones metastases are almost exclusively 
osteoclastic processes. Roentgenograms may show 
typical and atypical pictures. In the long bones the 


typical picture is that of a central oval defect with 
spontaneous fracture of the diaphysis. In the flat 
bones the soap-bubble picture is typical. The 
atypical structure is observed when the destruction 
of the bones is very advanced, when osteosclerotic 
processes prevail, and when there are multiple bone 
metastases. If the metastases are small, the bones 
may show no signs of involvement in the roentgeno- 
gram. 

Metastases of hypernephroma are generally 
rather resistant to irradiation treatment. 


Sacco, E.: The Hydromechanical Relationships 
Between the Renal Pelvis and Kidney (Con- 
tributo allo studio dei rapporti idromeccanici tra 
bacinetto e rene). Arch. ital. di urol., 1932, ix, 270. 


Blum, in 1912, was the first to discover the 
mechanism of pyelovenous backflow. He found 
injected collargol in the peritubular lymphatic 
spaces. In man, the pressure which causes pyelove- 
nous backflow is less than the renal secretory pres- 
sure. The backflow is the direct result of trauma, 
first to the calyces and then to the renal veins. 
Fuchs drew the following conclusions with regard 
to it: 

1. Under a pressure slightly greater than the 
maximum secretory pressure, it is possible, in 70 
per cent of cases, to cause the passage of pelvic 
contents into the renal veins. 


2. Such passage occurs in the fornices of the 
calyces. 

3. When the pelvic contents have reached the 
renal tissue through the pelvic rupture they proceed 
along the perivascular spaces of the interlobular 
veins and penetrate the lumina of these vessels, 
establishing a direct communication between the 
cavity of the upper urinary tract and the general 
blood stream. 

In 1926, Bird and Moise presented opposite views. 
They observed that when Prussian blue was in- 
jected into the renal pelvis of the dog under a 
pressure increasing from 10 to 100 mm. Hg, it 
penetrated the renal tubules and reached Bowman's 
capsule without causing rupture of the pelvic wall. 
They concluded that when the wall of the kidney 
pelvis is intact, pyelovenous backflow does not occur. 

The author states that under normal conditions 
there is no direct connection between the kidney 
pelvis and the kidney. Except in osmotic and 
phagocytic processes, backflow of a fluid under 
pressure in the renal pelvis probably begins at the 
point of least resistance. Some believe that fluid 
introduced into the renal pelvis under pressure be- 
comes diffused through the urinary tubules. 

The fundamental question concerns the degree of 
pressure needed to produce pyelovenous backtlow. 

Shiga and Traut demonstrated that in normal 
kidneys the pressure can be greater than the secre- 
tory pressure and at times may reach 220 mm. Hg. 

The urinary tubules, interstitial lymphatic sys- 
tem, and renal veins may be considered a mass of 
spaces and canals through which the pelvic contents 
can find a more or less complete route of discharge 
when the normal outflow of the ureters is blocked. 
The ideal route is through a rupture of the fornix. 
In the human kidney the pelvic contents usually 
pass into the venous system by the retrograde route 
through a rupture of the fornices and only excep- 
tionally by . canalicular reflux. Under pathological 
conditions, pyelovenous backtlow takes place at a 
pressure less than that necessary in the normal kid- 
key. A sudden or gradual increase in the intrapelvic 
pressure due to occlusion of the ureter, peristaltic 
waves, strong contractions of the abdominal walls, 
direct or indirect trauma to the kidney, or instru- 
mental intervention will cause the direct passage of 
the pelvic contents into the venous system and then 
into the general blood stream. 

The direct passage of the pelvic contents into the 
general blood stream through ruptured fornices pro- 
tects the renal parenchyma and may retard complete 
destruction of the kidney. 

It is probable that hemorrhage observed in the 
first stage following complete and permanent liga- 
tion of the ureters and occurring in intermittent 
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hydronephrosis is often caused by rupture of the 
fornices following a rapid increase in the intrapelvic 
pressure. THEovoreE P. GRAUER, M.D. 


Redi, R.: Ectasia of the Renal Calyces (Calicectasie 
renali). Arch. ital. di chir., 1933, xxxiii, 1. 


Following a review of the normal anatomy, varia- 
tions, capacity, and physiology of the renal calyces 
and pelvis, the author discusses the local changes in 
the renal calyces which have been likened to the so- 
called “‘small painful hydronephrosis.”” He proposes 
to differentiate the two conditions. 

He reports eight cases in detail. In seven, the con- 
dition occurred on the left side. Its incidence in the 
two sexes was equal. In six cases there was a history 
of a previous infectious disease with some possi- 
bility of an ascending or descending infection. The 
symptoms were variable, but consisted chiefly of 
fullness, heaviness, and pain in the lumbar region of 
the affected side. Urinary symptoms were not the 
rule. Examination of the urine revealed some sedi- 
ment with desquamated epithelium of renal or 
bladder origin, bacteria, and red globules, all of 
which were signs of a somewhat chronic inflamma- 
tion. Physical examination usually showed retrac- 
tion of the abdomen. In five cases, the lower pole of 
the affected kidney was palpable. Cystoscopic 
examination usually revealed signs of an inflamma- 
tory process on the affected side with reddening and 
cedema of the ureteral orifice. In seven cases the 
appearance of indigo-carmine was delayed. The 
capacity of the pelvis rarely exceeded 15 c.cm., and 
pain occurred on slight distention. Retrograde 
pyelography disclosed some flattening of the renal 
papille and ectasia of the involved calyces. In four 
cases the superior calyx was involved; in three cases, 
an accessory calyx of the superior pole; and in one 
case, the inferior calyx. 

The treatment varied with the condition of the 
parenchyma and the calyx involved. In cases in 
which the cause is determined to be a stone, papillo- 
ma, malformation, or other mechanical obstruction, 
the cause should be removed. This often requires 
nephrectomy. Dystonia with a superimposed ecta- 
sia usually calls for nephrectomy. When the cause 
is an acute infectious process, the condition may be 
relieved by decapsulation, improved drainage, or 
lavage. Abnormalities in the position of the kidney, 
especially ptosis, with rotation of the kidney are 
markedly benefited by nephropexy and decapsula- 
tion. In all of the cases reported the results were 
good, and in some of them a complete cure was 
obtained, A. Louts Rost, M.D. 


Salto, G.: The Use of Sodium Hyposulphite in the 
Study of the Separate Function of the Kidneys 
(La prova dell’ iposolfito di soda nello studio della 
funzionalita separata dei reni). Amn. ital. di chir., 
1933, Xii, 17. 
The technique of the use of sodium hyposulphite 
in determining the separate function of the kidneys, 
a test proposed by Nyiri in 1923, is as follows: 
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The ureters are catheterized and a control specimen 
of urine is collected. Ten cubic centimeters of a ' 
normal solution of sodium hyposulphite are then in. 
jected intravenously and the urine is collected }y 
ureteral catheter for two hours, acidified, filtered 
through animal charcoal, and titrated against a 
N/20 iodine solution. 

The great disadvantages of the method are the 
fact that the ureteral catheters must be left in place 
for a considerable time and the fact that error may 
be introduced by reflux into the bladder from the 
catheterized ureter and incomplete emptying of the 
pelvis of the kidney. However, in the author's 
studies in twelve cases the test gave results compir- 
able with those of some of the more commonly used 
tests of renal function. EvucENE T. Leppy, M.D. 


Orofino, A.: Experimental Studies of the Renal 
Changes Following Ligation of the Renal Vein 
(Richerche sperimentali sulle alterazioni del rene 
in seguito alla legatura della vena emulgente). 
Ann. ital. di chir., 1932, xi, 924. 

In experiments on dogs, the author performed a 
unilateral ligation of the renal vein by the lumbar 
route. By means of exstrophy of the bladder he 
collected the urine of both kidneys and studied the 
changes in their function. He found decreased 
elimination of salt solution by the kidney subjected 
to operation and hyperfunction of the normal kid- 
ney. During the first few days after the ligation, 
the kidney was increased in size and histological 
examination disclosed oedema, haemorrhagic in- 
filtrations, and more or less marked glomerulo- 
tubular lesions. Later, sclerosis with increased re- 
gressive changes of the renal parenchyma developed 
until the kidney became very small and sclerotic. 
These changes coincided with the changes in the 
function of the kidney. The author’s findings are 
summarized as follows: 

1. Complete unilateral ligation of the renal vein 
of the dog by the lumbar route may cause death in 
from one to three days. 

2. Death is not preceded by convulsions or 
anuria; only depression, oliguria, and albuminuria 
are noted. 

3. In case of survival there is first an cedema of 
the kidney with anuria. 

4. After a day or two, elimination of urine begins. 
The amount is less than the amount from the nor- 
mal kidney, and the elimination of urea is greatly 
reduced. 

5. After a month the function of the kidney is 
greatly reduced. 

6. With reduction of function there is a progres- 
sive decrease in the size of the organ. 

7. Ligation of the renal vein is incompatible with 
the life and nutrition of the kidney and may result 
in damage to the organism through the toxic action 
of the renal tissue. 


g. In case of a lesion or injury of the renal vein, 
nephrectomy is preferable to ligation of the renal 


vein. THEODORE P. GRAUER, M.D. 
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Leni, E.: Nephrectomy in Renal Tuberculosis (La 
nefrectomia nella tubercolosi renale). Arch. ital. di 
chir., 1933, XXXiii, 241. 

‘he author reports his observations in twenty-two 
cases of renal tuberculosis. ‘The majority of the pa- 
tients were between twenty and forty years of age. 
Sixteen of them were females. The renal tubercu- 
losis was of the pyonephrotic type in twelve cases, 
of the ulcerocaseous type in eight cases, and of the 
type with disseminated nodules in two cases. In 
two cases it was associated with genital tubercu- 
losis; in seven cases, with pulmonary tuberculosis; 
and in one case, with Pott’s disease. In one case 
calculi were found in the tuberculous kidney. 

Leni believes that nephrectomy is usually indi- 
cated in renal tuberculosis, and that bilateral renal 
tuberculosis is not always a contra-indication to 
removal of the more involved kidney. 

In the cases reviewed, follow-up studies over a 
period varying from two to eight years disclosed the 
frequent persistence of bladder symptoms. In one 
case fistulae occurred in the incision, and in another 
a cold abscess developed. 

One patient died from bilateral pulmonary tuber- 
culosis nine days after the operation, and one died 
from pulmonary tuberculosis four years later. Four- 
teen patients reported complete subsidence of all 
symptoms, and six reported incomplete relief. 

PETER A. Rost, M.D. 


Harrah, F. W.: Embryonal Sarcoma of the Kidney 
in Children. J. Urol., 1933, xxix, 445. 


It has been estimated that 25 per cent of all kid- 
ney tumors occur in children. Sixty per cent of 
embryonal sarcomata are found in children under 
three years of age, and 75 per cent in children under 
six vears of age. The embryonal sarcoma is a mixed 
tumor usually called ‘“‘adenosarcoma”’ or ‘Wilms’ 
tumor.” Although it may contain a great variety 
of tissues, epithelial and connective tissues pre- 
dominate. A cystic structure is not uncommon. 

The tumor originates in the parenchyma, usually 
at one of the poles, and is surrounded by a capsule. 
As it extends at first by expansion, the kidney 
may assume various positions and shapes. The 
kidney suffers from compression and atrophy and 
may undergo degeneration. It has been stated that 
a growing organ is better able to resist tumor en- 
croachment than an organ which is fully developed. 
In cases of embryonal sarcoma the enlargement is 
usually spherical. Metastasis does not occur early. 
In the later stages the capsule is broken and in- 
filtration of other organs with adhesions and meta- 
static secondary growths is common. Because of 
the immense size which the tumor attains, the ab- 
dominal organs and at times the organs in the chest 
are displaced. 

The histological structure of the tumor depends 
upon the tissues which predominate. Elementary 
tubules of cylindrical or cubical epithelium in a 
bed of spindle cells of sarcomatous type are char- 
acteristic. Glomerulus-like formations are usually 
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found. Muscle fibers, myxomatous tissue, cartilage, 
bone, and fat may be present. 

The genesis of the neoplasm is doubtful. ‘Trauma 
and infection have been suggested as factors in its 
development. According to the theory of Nicholson, 
the tumor is a malformation of the embryonic kid- 
ney with failure of union between the melanephro- 
genic blastema and the ureter. The tumor is the 
malformed kidney itself and not a neoplasm origi- 
nating in a malformed kidney. The abnormal 
stimulus is due to a general intoxication or infec- 
tion, probably of maternal origin. 

The first sign noticed is usually enlargement of 
the abdomen. As a rule this is followed by pallor, 
weakness, loss of appetite, aversion for walking, 
fever, and constipation. In the majority of cases 
pain is late. The pressure of the neoplasm may 
cause intestinal obstruction, peripheral oedema, and 
ascites, and may interfere with lung and _ heart 
action. Urinary symptoms may be absent. Reflex 
anuria may occur. Albuminuria is not constant. 
Gross hematuria is unusual and intermittent. The 
only constant finding is the tumor itself. 

Tumors of this type are uncommon in adults. 

Of chief importance in the diagnosis is the uro- 
logical examination. This should include cystos- 
copy with pyelography and a determination of the ~ 
function of the other kidney. Biopsy may destroy 
the defense formed by the capsule. 

The treatment indicated is nephrectomy. If the 
tumor is radiosensitive this should be preceded by 
deep X-ray irradiation. If the tumor responds to 
X-ray irradiation it will greatly decrease in size. 
If it is not operated upon then, the recurrence will 
be radioresistant. If irradiation is not given be- 
fore operation, it should be given after operation. 
The mortality following nephrectomy early and 
late is estimated at between 86 and 95 per cent. 

The authors report two cases of embryonal adeno- 
myosarcoma, one that of a child two years of age 
and the other that of a child five years of age. The 
first patient was seen after two courses of deep 
X-ray therapy. The neoplasm responded to the first 
course, but was resistant to the second. Six months 
after the onset of symptoms the recurrent tumor 
weighed 12 lb. Nephrectomy was done, but death 
occurred after five months. In the second case 
the tumor weighed 7 lb. five weeks after the first 
observation of ‘‘full stomach.” Nephrectomy was 
rapidly followed by metastasis, and death occurred 
three months after the operation. 

The following conclusions are drawn: 

1. When progressive abdominal enlargement is 
noted in a baby or child a careful examination should 
be made to determine its cause. 

2. Malignant tumor of the kidney is not uncom- 
mon in children. 

3. The absence of early pain and hematuria is 
due to the growth capacity of the young kidney 
and renders early diagnosis more difficult. 

4. The prognosis of embryonal sarcoma of the 
kidney is very grave. 
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5. The treatment of choice is radiotherapy and 
surgery combined. 

6. Regional invasions and metastases have usu- 
ally occurred by the time the patient comes for 
examination. Craupe D. M.D. 


BLADDER, URETHRA, AND PENIS 


Maltese and Le Roy: Disectasia of the Neck of the 
Bladder (Contributo allo studio delle disectasie del 
collo vescicale). Arch. ital. di urol., 1933, X, 52. 


The authors report two cases of congenital hyper- 
trophy of the neck of the bladder. The first was that 
of a patient twenty-five years old and the second 
that of a patient forty years old. The first patient 
had had slowly increasing difficulty in urination since 
birth, and the second had had such difficulty since 
the age of fourteen years. In both cases the nervous 
system was normal and the chief finding was an 
enormous hypertrophy of the neck of the bladder. 
The walls of the bladder were also very thick, resem- 
bling those of the uterus. In the first case there was, 
in addition, an enormous dilatation of the right 
ureter. This might have been due to retention, but 
as it was unilateral was probably congenital. Also 
in favor of a congenital origin of the condition was 
the presence of diverticula in the bladder. 

Legueu has given the name “‘disectasia”’ to a con- 
dition in which the neck of the bladder is incapable 
of opening. This name indicates the effect on the 
function of the organ of a series of anatomical 
changes rather than the cause of the condition. The 
condition develops slowly. 

The treatment of disectasia of the neck of the 
bladder is complete resection of the neck by cys- 
totomy, usually in a single stage. This operation 
was performed with complete success in both of the 
authors’ cases, but in the second case was done in 
two stages on account of the patient’s poor con- 
dition. Auprey Goss Morgan, M.D. 


Beer, E.: Bladder Tumors; Diagnosis and Treat- 
ment. Surg. Clin. North Am., 1933, xiii, 255. 


This contribution is based on Beer’s experience in 
about 600 cases of bladder tumor. During the past 
thirty years the diagnosis and treatment of such 
tumors has been facilitated by cystoscopy, high- 
frequency machines, and, in selected cases, the use of 
radium. According to the cases reviewed, bladder 
tumors are 4 times as frequent in males as in females 
and are most common between the ages of fifty and 
sixty years. Chemical irritation seems to be a 
predisposing factor. 

The most common type of bladder tumor is of 
epithelial origin and is primary in the bladder. Of 
the epithelial growths, 40 per cent are benign. The 
remainder include papillary carcinoma and solid 
nodular or ulcerating carcinoma. The most common 
connective-tissue tumors, which are relatively infre- 
quent, are sarcoma, myosarcoma, mixed tumors, and 
myxofibroma. Metastastic tumors of the bladder 
from distant organs are rare. In the end-stages, 
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tumors of the uterus, sigmoid, and rectum may in 
vade the bladder secondarily. Years ago Hanseman 
emphasized the importance of anaplasia. Mos; 
pathologists today agree with him that the more the 
tumor conforms to the typical cells from which ji 
arises the more benign it is, and the more it varics 
from the typical cell, the less differentiated and more 
malignant it is. There is a morphological as well as « 
physiological concept underlying the theory of an. 
plasia. Broder’s attempt to determine the prognos's 
of malignant growths is based on Hanseman’s co 
ception, but is not always successful 

The more benign types of bladder tumors tend ‘. 
produce multiple implants. Malignant metastas:s 
may follow with a benign papilloma in either t}« 
suprapubic incision or a distant organ. In cases «/ 
tumor of the bladder quiescent foci may be prese)t 
in local glands for many years without symptoms 

The diagnosis of bladder tumor is made by cyst. +- 
copy. The cystoscopic differentiation between beni: 
papilloma and papillary carcinoma is sometimes (i | 
cult. Asa rule the malignant type is fleshier and sho: s 
moreorlessextensiveareasof necrosis. The pedicle m:\\ 
be thick, and the adjacent bladder mucosa is ceder:: 
tous. In localizing the infiltration of the bladder 
wall opposite the site of attachment of the tumur, 
bimanual palpation is often of great assistance. \. 
all bladder tumors bleed. In the author’s opinion 
some tumors may be present for as long as tweni\ 
years without evidence of bleeding. Cystogra:)s 
should be made not only to demonstrate filling \v 
fects in the bladder, but also to localize tumors iii « 
diverticulum. Intravenous urography should | 
used as a check-up. 

The perfection of cystoscopic instruments mace 
it possible for the author in 1910 to treat bladder 
tumors through the cystoscope with the high 
frequency current. It is best to use the cooking 
action of the diathermy current. At the same sitting 
specimens may be removed for diagnostic purposes. 
At intervals of from ten days to two weeks the trea! 
ment should be repeated until the base of the tumor 
has been thoroughly coagulated. Check-up exami 
nations are essential. If the tumor does not mec!t 
away and pathological examination suggests mializ 
nancy, the tumor and adjacent bladder wall shou! 
be removed suprapubically. At the open operatic 
the tumor and its base can be treated also by thor 
ough electric coagulation with or without resection 
of the bladder wall and with or without seeding «1 
the base with radium. Very excellent results are |) 
tained. In well over 60 per cent of the cases review! 
the patient was permanently cured. At the end »! 
the operation the author floods the entire bladder wi!) 
alcohol to destroy all viable tumor cells. This is doiie 
before the packings are removed, with the table ii « 
horizontal position. In cases of infiltrating car: 
noma the end-results are not satisfactory because :| 
is difficult to gauge the extent of the infiltratic”. 
When the infiltrating growths involve the neck ©) 
the bladder and the adjacent trigone and laters! 
walls, making resection impossible, Beer perform: 
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total cystectomy with extraperitoneal implantation 
o! the ureters in the inguinal region where they are 
intubated. This is done in 1 stage. Beer prefers this 
method to implantation of the ureters into the sig- 
moid. He finds his patients comfortable and free 
from malignancy many years after the operation. 
\-ray treatment has proved useless. Although many 
clinics have had no good results from irradiation 
with radium, the author advocates the use of radium 
ii, certain cases. Maurice MEttzer, M.D. 


Redi, R., and Marri, P.: Partial Resection of the 
Bladder for Infiltrating Cancer Followed by 
Regeneration of the Wall of the Bladder (Sulla 
resezione parziale della vescica urinaria per cancro 
infiltrante e sulla consecutiva rigenerazione della 
parete vescicale). Arch. ital. di urol., 1933, X, 3. 


This article is begun by a discussion of the com- 
parative value of operative and non-operative treat- 
ment of malignant tumors of the bladder. The 
authors believe that non-operative treatment, in- 
cluding radium irradiation, should be used only 
when operation is impossible. Because of the ex- 
cellent results obtained by electrocoagulation, both 
by cystotomy and the endoscopic method, they are 
of the opinion that, in surgical treatment, the elec- 
trical bistoury should be used, especially for resec- 
tion of the bladder. Incision with the electrical bis- 
toury causes electrocoagulation of tissue that may 
be readily invaded, even if only to a slight extent, by 
the cancer cells. The electrical bistoury puts an 
absolute stop to this process of dissemination and 
thereby prevents local recurrence. 

The authors report a case in which subtotal resec- 
tion of half of the bladder was done with the elec- 
trical bistoury. In the year which has elapsed since 
the operation there has been no recurrence. The 
patient’s condition is now greatly improved, and 
only a small fistula remains at the site of operation. 
A detailed histological description of the specimen 
is given. The cells were very typical, showing a 
high degree of malignancy. The most interesting 
observation in this case was regeneration of the wall 
of the bladder, including all of the layers (muscle 
and mucosa) from the part of the bladder that was 
left. Such regeneration has been described also by 
other surgeons. Three cases reported by Nicolich 
are reviewed briefly. Auprey Goss Morcan, M.D. 


GENITAL ORGANS 


Llorca, F. O., and Botar, J.: The Lymphatics of the 
Prostate (Collecteurs lymphatiques de la prostate). 
Ann. d’anat. path., 1933, X, 37- 


_ The lymphatics of the prostate leave the gland at 
its upper and posterior portion. They follow the 
course of various arteries (the anterior vesical, the 
prostatic, the superior hemorrhoidal), the course of 
the canals (the deferent canal, the ureter), or pursue 
an independent course. 

_ They terminate in all of the glands of the pelvis, 
in most of the external iliac glands, and in the infe- 
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rior mesenteric glands. Of these glands, the preve- 
nous gland of the first iliac bifurcation and a hypo- 
gastric gland nearly always receive the greater part 
of the prostatic lymph. The uppermost gland with 
which the prostate may have a direct lymphatic 
connection is the lo'vest left para-aortic gland, and 
the lowest gland the median retrocrural gland. 

The lymphatics issuing from the left and right 
sides of the prostate may, after their exit from the 
gland, follow a median line on the anterior surface of 
the bladder or the promontory and thus reach the 
gland on the opposite side. The lymphatics of the 
prostate communicate with those of the bladder and 
rectum. 

As glandular invasion occurs early in cancer of 
the prostate it is an important factor as it determines 
surgical intervention. 

Clinical observations as well as anatomical find- 
ings show that the groups of glands most frequently 
involved are the hypogastric and external iliac 
glands. Next in frequency of involvement are the 
para-aortic glands. This invasion may occur by two 
routes, direct or indirect. Direct invasion is very 
rare. Of the two indirect routes, one is parietal, fol- 
lowing the hypogastric and first iliac chains, and the 
other is visceral, being the superior hemorrhoidal 
chain of glands. 

Hallopeau has called attention to the possibility of 
invasion of the mesenteric glands in cancer of the 
prostate. The authors were able to inject the mesen- 
teric glands indirectly from the prostate by way of 
the superior hemorrhoidal vein. 

Invasion of the inguinal glands is quite rare in 
cancer of the prostate. It may occur by retrograde 
extension from the external iliac glands or may be 
secondary to involvement of the tissues normally 
tributary to these glands and surrounding the pros- 
tate. Cancer may extend from a neoplasm of the 
perineum to the lower part of the rectum and the 
anterior part of the urethra. 

Anatomical findings explain also the great fre- 
quency of vesical invasion in cancer of the prostate. 
The infiltration attacks the vesical musculature 
first, and the mucosa later. This course of invasion 
is probably due to the intimate relationship of the 
prostatic lymphatics to the muscular layer of the 
anterior surface of the bladder. The authors have 
shown that some of the lymphatics open into the 
prevesical glands. 

In cancer of the prostate bony metastases are 
quite common, especially in the sacrum and lumbar 
spine. These two localizations are explained better 
by lymphatic extension than by hematogenous ex- 
tension. The bony metastases in these regions ap- 
pear secondary to involvement of the presacral or 
para-aortic glands, which receive lymphatics not 
only from the prostate but also from these bones. 
There is probably a retrograde invasion from the 
glands to the bones. 

The facts reviewed explain the enormous diffi- 
culties encountered in the treatment of cancer of the 
prostate. Eprru S. Moore. 
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Memmi, R.: So-Called Simple Prostatic Hyper- 
trophy (Sulla cosidetta ipertrofia semplice della 
prostata). Policlin., Rome, 1932, xxxix, sez. chir. 
551. 


Of the elements constituting the prostate gland, 
the most important are the epithelial elements. Be- 
fore puberty, epithelial cells, remaining in the 
stroma, have no characteristic feature; only signs of 
a lumen or alveoli are present. With sexual ma- 
turity, follicles appear. Some investigators have 
found only a single stratum of cylindrical cells with 
odd nuclei and fine protoplasmic granules, a sign of 
cellular activity. The secretion seems to activate 
the movement of, and nourish, the sperms. It is be- 
lieved by some that the striated muscular tissue is 
derived from the striated sphincter of the mem- 
branous urethra. 

Most urologists consider prostatic enlargement a 
neoplastic process. Virchow concluded that diffuse 
prostatic hypertrophy does not occur; that the only 
form of prostatic hypertrophy is nodular. Some 
urologists claim that prostatic enlargement is due 
to inflammation. Lasio noted the epithelial changes, 
the lengthening of the alveolar lumina, and the 
development of connective tissue and submucosal 
glands that form the median lobe and concluded 
that epithelial proliferation is a primary factor. A 
decrease in the contracting force with resulting 
retention of secretion and epithelial changes is fol- 
lowed by senile involution of the organ. 

The theory that prostatic hypertrophy is due to 
inflammation is not confirmed by the findings of 
histological study. However, inflammatory changes 
may be a secondary factor. 

Endocrine disturbances have also been suggested 
as the cause of simple prostatic hypertrophy. This 
suggestion was based on the finding of prostatic 
atrophy following castration. Numerous histological 
studies demonstrate that the changes are not uni- 
formly diffuse in the gland, but occur rather in dis- 
seminated nodules throughout the gland. 

An important characteristic—the only means of 
distinguishing the newly formed nodules from other 
tissue—is the presence of fibroblasts. 

The author presents the findings of the histological 
examination of forty prostates removed at operation 
and ten removed at autopsy. He stresses the impor- 
tance of the presence of elastic fibers in the recogni- 
tion of newly formed tissue. He found diffuse hyper- 
trophy due to distention of the glandular alveoli, 
and the nodular form due to adenofibromyomatous 
nodules. Tueopore P. Graver, M.D. 


Valverde, B.: Clinical Facts Related to Chronic 
Vesiculitis (A propos de certains faits cliniques 
li¢és aux vésiculites chroniques). J. d’urol. méd. et 
chir., 1933, XXv, 108. 

Ina large urological practice, the author has found 
chronic vesiculitis to be a common complication of 
gonorrhoea in the male. Of 1,200 private patients, 
he found it in 340, and of 3,064 ward patients, he 
found it in 452. He does not give any explanation 
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for its greater incidence in private patients. Acute 
vesiculitis was comparatively rare. 

Chronic vesiculitis may be accompanied by a 
large number of symptoms, including local pains. 
pain in the testicle, painful ejaculation, pain follow- 
ing coitus, rheumatoid pains of varying intensit\ 
pain radiating toward the urethra or penis, thighs, 
hypogastrium, or bladder, and attacks of recurrent 
orchi-epididymitis, rheumatism, and arthritis. ‘The 
author reviews cases presenting a syndrome o/{ 
intoxication with pallor and malaise, fatigue, loss 
of virility and sexual desire, and emaciation. 

The diagnosis of chronic vesiculitis is usually made 
by palpation and urethroscopic examination. ()- 
casionally these measures are supplemented |), 
roentgen examination following the injection of 
radio-opaque material. The enlarged vesicles cin 
often be paipated as large indurated and tender 
masses above the prostate. Frequently a secretion 
containing gonococci can be obtained from them. 
Urethroscopy may show infiltration of the prostatic 
fossette, enlargement and congestion of the veru 
montanum, and a profuse discharge from the ejaci- 
latory ducts. On the lateral walls, granulations and 
vegetations are often present. When sodium iodile 
is injected, large vesicles may have a very striking 
roentgen appearance. 

The treatment consists of daily urethral lavae 
with a warm 1:8,000 solution of potassium permau- 
ganate, dilatation of the urethra with a Kollman 
dilator, the removal of polyps, vegetations, ani 
granulations once a week by means of the urethro 
scope, cauterization with a 15 per cent solution of 
silver nitrate, two prostaticovesicular massages a 
week, and occasional lavage of the vesicles. 

Joun W. Epton, M.1). 


Browne, D.: Anatomical Points in Operation for 
Undescended Testicle. Lancet, 1933, ccxxiv, 400. 


The author calls attention to the importance 0! 
accurately visualizing the normal structures before 
attempting to correct an abnormality such as 


undescended testicle. He describes the various 
fascie involved in non-descent of the testicle ani 
especially emphasizes the necessity of loosening | hv 
suspensory fibers where they spread out in a ian 
shape from the spermatic vessels at the interna! 
ring. In addition, he divides the band at the lower 
edge of the internal ring, carefully avoiding the di), 
epigastric vessels so that there is a complete shifty 
inward of the cord without injury of these vesscls 

F. M. Cocuems, M.!) 


MISCELLANEOUS 


Vajano, D.: Roentgen Examination of the Uri- 
nary Tract by Elimination Urography (1.’in' 
gine radiologica dell ’apparato urinario medias: 
Vurografia d’eliminazione). Radiol. med., 1933, 
308. 


Vajano discusses the comparative value of ascen! 
ing pyelography and pyelography by the intrave- 


GENITO-URINARY SURGERY 


nous method, which latter he calls “elimination 
urography,” and reviews his experience with intra- 
venous pyelography in forty-nine cases. He states 
that there is an essential difference in the information 
furnished by the two methods. The information 
yielded by ascending pyelography is purely morpho- 
logical, while that obtained by intravenous pyelog- 
raphy is both morphological and functional. The 
factors entering into the production of the picture 
in intravenous pyelography are the condition of the 
parenchyma, renal filter, renal pelvis, ureters, blad- 
der, and peripheral circulation, and the technique 
employed. Vajano discusses the technique and de- 
scribes the picture in normal and pathological con- 
ditions. 

He concludes that intravenous urography simpli- 
fies and at the same time supplements the methods 
available for the diagnosis of urinary diseases. It 
has practically no contra-indications and is simple 
and absolutely harmless. By the use of this method 
alone it is possible to study many problems of 
morphology and function which formerly required 
various complicated procedures. While intravenous 
pyelography cannot replace the ascending method 
in all cases, it can be substituted for the latter ad- 
vantageously in many. 

From the purely morphological standpoint it is 
without doubt inferior to ascending pyelography as 
the picture given by the ascending method is more 
distinct and richer in contrast, the concentration of 
the opaque substance in the urine being much higher. 
However, the pictures produced by the intravenous 
method are generally distinct enough to give the 
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desired information and sometimes are sufficient in 
themselves to show the location and severity of a 
kidney lesion and whether surgical operation is in- 
dicated. Moreover, they conform more closely to 
physiological conditions than those obtained by the 
ascending method. The intravenous method is 
superior for the demonstration of certain anomalies 
of the urinary tract such as ectopia of the kidney, 
bifurcated or double ureters, and deviations, kinks, 
and diverticula of the ureters, whereas retrograde 
pyelography is preferable for the demonstration of 
slight changes such as slight defects in the filling 
of the renal pelvis and calyces and for cases in which 
diffuse meteorism interferes with the interpretation 
of the intravenous pyelogram. 

Because of its absolute harmlessness, intrave- 
nous pyelography is to be preferred in all cases in 
which the cystoscope might harm the patient, as in 
inflammatory conditions of the ureters, bladder, or 
adnexa, tuberculosis of the bladder or kidney, preg- 
nancy, old age and childhood, and poor general 
condition. In cases of obstruction of the ureter 
which prevents the passage of a sound and therefore 
the introduction of contrast fluid, it is, of course, 
the only method possible. It usually shows the form 
and size of the kidney, and it is of value in the diag- 
nosis of anomalies and tumors of the upper quad- 
rant of the abdomen, particularly in cases in which 
the kidney parenchyma has been destroyed by a 
tumor without any change in the outline of the 
organ. 

The article has a long bibliography. 

AupREY Goss Morcan, M.D 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Dubreuil, G., Charbonnel, M., and Massé, L.: 
Normal and Pathological Osteogenesis. Theo- 
ries Concerning the Rdéle of Osteoblasts (Les 
processus normaux et pathologiques de _ l’ostéo- 
génése. Les théories et le réle des ostéoblasts). 
Ann. d’anat. path., 1933, X, 225. 


This rather extensive article consists of three sec- 
tions. In the first section the authors discuss the 
theories concerning the process of osteogenesis and 
the function of osteoblasts as they have been gradu- 
ally evolved since the osteoblasts were first described 
by Gegenbaur in 1864. In the second section they 
analyze the work of Heitz-Boyer, Scheikewitch, and 
Leriche and Policard, who have been the leaders in 
criticism of the accepted views and are largely 
responsible for the newer theories concerning osteo- 
genesis. In the third section, they report their own 
findings and give a critical discussion of the accepted 
and more recent theories. 

According to Heitz-Boyer, chemical phenomena 
dominate the processes of bone formation, particu- 
larly the chemistry of the salts of calcium, and bone 
repair is a process fundamentally analogous to 
inflammation except that the cellular activity is 
secondary to the chemical and inflammatory proc- 
esses. In the work of Leriche and Policard entitled 
“Problems of Normal Physiology and Pathology 
of Bone,” the essential ideas of Heitz-Boyer are 
accepted, but much greater stress is laid on the 
physicochemical phenomena and less importance is 
ascribed to the role of inflammation. The osteoblasts 
are characterized as of practically no importance in 
bone formation or repair. 

In the repair of bone there is first an oedematous 
infiltration at the site of new bone formation when 
the part is well nourished with an active blood and 
lymph supply. This infiltration is not found in the 
normal ossification of growing bone. The next 
phase noted in bone repair is multiplication of con- 
nective tissue fibrils, which seem to play an impor- 
tant role in the laying down of the pre-osseous 
substance. The authors believe that the appear- 
ance of the pre-osseous substance parallels the 
appearance of osteoblasts which are found close 
together and joined to each other by fine fibers. 
No active zone of true ossification exists without 
osteoblasts, under either normal, pathological, or 
experimental conditions. The authors subscribe to 
the view that, like the odontoblasts, the specialized 
function of which is the formation of the enamel of 
the teeth, the osteoblasts are homologues of fibro- 
blasts or cartilaginous cells. They believe that the 
osteoblasts arise from young connective tissue cells, 


and that the use of vital staining methods ha 
proved that these cells have a definite osteoblastic 
secretion, are essential to the laying down of mineral! 
salts, particularly the salts of calcium, and do nui 
degenerate until after ossification is finished. They 
draw also the following conclusions: 

1. The osteogenic layer of bone is present wher 
ever necessary, disappearing when its function is not 
needed and re-appearing under the stimulus o/{ 
trauma, irritation, or inflammation. 

2. A periosteal layer exists over all of the bones. 

3. Transplantation of periosteum does not give 
better results than transplantation of other organs. 

4. The fibrous layer of the periosteum is a passi\ 
membrane of the same character as tendon or 
aponeurosis. Marsu W. M.1. 


Albee, F. H.: The Treatment of Osteomyelitis by 
Bacteriophage. J. Bone & Joint Surg., 1933, \, 
58. 


The author was very favorably impressed by thie 
good results obtained with the Orr method in thx 
treatment of osteomyelitis, but was not convinced 
that the favorable outcome was due to the factors ‘0 
which they were attributed by Orr, namely, rest, 
immobilization, and the avoidance of re-infection 
by repeated dressings. He wondered whether the 
good results might not have been due to the develv)) 
ment of a bacteriophage in the wound. With the 
help of MacNeal of the Department of Bacteriolog, 
of the Postgraduate Hospital, New York, he made a 
study of cases of osteomyelitis to determine the 
causative organisms and whether a bacteriophage 
was present or not. Of a series of 100 cases, 
staphylococcus was found in pure culture in 4o per 
cent, a streptococcus in pure culture in 15 per cent, 
and a mixture of staphylococcus and streptococc1is 
in 53 per cent, the staphylococcus predominating 
in 38 per cent and the streptococcus predominating 
in 15 per cent. In 94 per cent of these cases a ic 
teriophage developed spontaneously. 

On the basis of these findings, Albee has modi!ic «(| 
the Orr method for the treatment of osteomyelitis «'s 
follows: 

The diseased bone is removed as completely °s 
possible and two-thirds of a test tube of bac» 
riophage potent for the organism present is instil !««! 
into the wound so as to bathe the whole surfacc 
The wound is then packed with a paraffin-vasel':¢ 
mixture in the proportion of 3 to 1 for supertic «! 
cavities and 9 to 1 for deep cavities. This mixt:'c 
is introduced into the wound in a melted state a: 4 
temperature of about 110 degrees F., by means o: 4 
large syringe. After it has cooled and hardened | 
fills the crevices of the wound and keeps the s:\ 
parts above the bone separated, vet does not int: 
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fere with the healing process. A rubber catheter is 
inserted through the paraftin-vaseline wound tampon 
to the bottom of the bone cavity for the subsequent 
injection of the bacteriophage. The wound is then 
covered with compresses and bandaged, and the 
part is put up in a cast. Once or twice a week 10 
c.cm. of bacteriophage are injected through the 
tube. After eight weeks the dressings are removed 
and if the wound is not healed it is redressed in the 
same way and the part again put up in a cast. 

The average healing time in cases so treated was 
about six months and the average number of dress- 
ings was 3. 

The advantages of the treatment described are 
summarized briefly as follows: 

1. The method is simple. 

2. It does not interfere with immobilization. 

3. The paraftin-vaseline tampon yields to the 
healing tissues. 

4. It permits the periodical introduction of 
bacteriophage. 

In a comparison of irradiated vaseline with ordi- 
nary vaseline with regard to their effect on cultures 
of streptococcus and staphylococcus and on the 
action of bacteriophage, Albee noted no difference. 

FRANK MELENEY, M.D. 


Meyer and Weiss: Two New Cases of Osseous 
Sporotrichosis (Deux nouveaux cas de sporo- 
trichose osseuse). Rev. d’orthop., 1932, XXXix, 696. 


Osseous sporotrichosis presents many different 
clinical pictures, but the most common resembles 
that of chronic osteomyelitis. 

The first case reported by the authors was that of 
aman thirty-five years of age who sought treatment 
for pain and disability in the right heel. In 1908, 
when the patient was twelve years old, he had an in- 
fection in the heel which necessitated operation for 
the removal of a sequestrum. He recovered sufli- 
ciently to serve through the war. In 1931, the con- 
dition recurred and a small piece of bone was dis- 
charged spontaneously. Physical examination a few 
months later disclosed swelling and tenderness of the 
heel. Motion in the toes was normal, but subastraga- 
loid and ankle movements were painful. The tempera- 
ture was 37.3 degrees C. Roentgen-ray examination 
showed irregular areas of decreased and increased 
density in the os calcis and astragalus and subas- 
tragaloid and calcaneocuboid ankylosis. The thick 
yellow pus evacuated at operation was found on mi- 
croscopic examination and culture to contain the 
granules of sporotrichosis. The patient recovered in 
three weeks sufficiently to resume his work. 

The second case was that of a woman of thirty-two 
years who complained of pain and aching in the 
thigh which had gradually increased until she was 
unable to walk. Roentgen-ray examination revealed 
an oval area near the lesser trochanter which looked 
like a bone cyst with more dense bone around its 
borders. At operation, this cavity was found filled 
with débris. There was no free pus. Curettage dis- 
closed the organisms of sporotrichosis. After about 


249 


three weeks the patient was able to walk without 
difficulty. 

In both of these cases 6 gm. of potassium iodide 
were given daily. Artuur CLark, M.D. 


Milch, H., and Burman, M. S.: Snapping Scapula 
and Humerus Varus. A Report of Six Cases. 
Arch. Surg., 1933, XXvi, 570. 


Milch and Burman review the literature on snap- 
ping shoulder, discuss its mechanism, and report six 
cases. They state that friction sounds in the region 
of the scapula may be due to irregularities of the 
scapula or chest wall, changes in the musculature, 
or changes in burs present at this site. Only con- 
servative treatment is required as a rule, but the 
authors recommend surgical removal of bony prom- 
inences if such appear to be the underlying cause. 

Attention is called to the peculiar conformation of 
the head of the humerus noted in one of the authors’ 
cases, a condition described by Reidenger as ‘‘hu- 
merus varus.’ This causes no symptoms, limitation 
of movement, or discrepancy in the relative length 
of the arm, and requires no treatment. It is an in- 
teresting roentgen-ray finding which is most easily 
identified in roentgenograms taken with the arm 
externally rotated and somewhat abducted. 

Paut C. Cotonna, M.D. 


Satta, F.: Tuberculosis of the Wrist (La tuberculose 
du poignet). Rev. d’orthop., 1932, XXxix, 600. 

Tuberculous arthritis of the wrist has an unfavor- 
able prognosis because of the multiplicity of the 
joint surfaces, the tendency of the disease to spread 
to all of these surfaces, the danger of cicatricial adhe- 
sions in the tendons, and the frequent association of 
the condition with tuberculosis of the lungs. 

The aims of treatment are the preservation of as 
much function as possible in the fingers and the pro- 
duction of total or partial ankylosis in the carpus. 
Conservative methods are preferred to surgical in- 
tervention. Radiotherapy combined with helio- 
therapy seems to be of greatest value. Heliother- 
apy should be general and radiotherapy should be 
applied locally with ionization by electrodes. To 
insure immobilization, a simple splint should be 
applied. Any deformity present should be corrected 
slowly by elastic traction. Great care should be 
exercised to preserve motion in the fingers. The 
wrist may be allowed to become completely anky- 
losed in all of its joints as well as with the radius and 
metacarpals. Even when this occurs, function in 
the hand will be fairly good if the finger joints are 
not permitted to get stiff. 

In cases of very extensive lesions which have per- 
sisted for a long time surgery may be necessary. ‘The 
operation of choice is resection of the entire carpus, 
but because of the relative lengthening of the ten- 
dons and the adhesions which may form around 
them, this operation is rarely followed by good 
finger function. In extreme cases with progressive 
necrosis and systemic retrogression, amputation 
may be required. 
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The authors report eight cases in detail and give 
statistics based on fifty-four cases. A cure was ob- 
tained in 50.8 per cent and improvement in 42.1 per 
cent. In 7.02 per cent the condition remained un- 
changed. ARTHUR CLARK, M.D. 


Petter, C. K.: Methods of Measuring the Pressure 
of the Intervertebral Disk. J. Bone & Joint 
Surg., 1933, XV, 305. ; 

When a block of two or more vertebra of the 
spines of persons dying from tuberculosis was 
measured, its length was found increased after its 
separation from the remainder of the spine. Still 
greater lengthening occurred after section of the 
periphery of the annulus fibrosus of the interverte- 
bral disks. These changes demonstrated an expan- 
sion of the disks after their removal from the body. 

By measurement, the expansion was found to be 

1.08 mm. The pressure required to reduce this ex- 

pansion averaged 30.2 lb. Cuerster C. Guy, M.D. 


Lucca, E.: Contribution to the Study of Osteo- 
myelitis of the Vertebrze (Contributo allo studio 
dell’osteomielite vertebrale). Clin. chir., 1933, ix, 
304. 

The author reports a case of osteomyelitis of the 
fourth lumbar vertebra and reviews the etiology, 
pathology, symptoms, and treatment of the condi- 
tion. The patient was a girl fifteen years of age who, 
for three days prior to her admission to the hospital, 
complained of a swelling in the lumbar paravertebral 
region. This area was drained and the patient was 
given supportive treatment, but death occurred five 
days after the onset of the symptoms. 

Postmortem examination revealed an acute osteo- 
myelitis of the fourth lumbar vertebra with infiltra- 
tion of the periosteum and of the superior interver- 
tebral disk. The pus had entered the spinal canal. 
The dura mater was hyperemic. Longitudinal sec- 
tion of the vertebra showed destruction of all of the 
spongy bone except a thin layer adjacent to the artic- 
ulating surfaces. The pus yielded a pure culture of 
the staphylococcus albus. Peter A. Rost, M.D. 


Benoiste-Pilloire, C., and Gourdon, R.: A New 
Case of Vertebral Osteochondritis in a Child 
(Un nouveau cas d’ostéochondrite vértebrale infan- 
tile). Bull. et mém. Soc. de chirurgiens de Par., 1933, 
xxv, 68. 


The authors report a case of vertebra plana 
(Calvé, 1925) in which the vertebral changes were 
observed in the early stages of the disease. The pa- 
tient, a boy four years old, was first seen about two 
months after the onset of symptoms. He first com- 
plained of pain in the back and the parents noted 
that in picking up objects from the ground he stooped 
rather than bent over. For the eight days preced- 
ing examination the pain had been severe. 

On physical examination the child was found to be 
in fair general condition and large for his age. The 
back was rigid because of muscle spasm, and the 
slightest movement caused severe pain. There was 
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neither a gibbus nor an abscess. The lower extremi- 
ties were hyperesthetic. The temperature varied 
between 99 and 100.9 degrees F. 

Under treatment by continuous extension, the 
spine gradually became painless and freely movable. 
Complete recovery resulted in ten months. 

The first roentgenogram revealed a flattening of 
the first lumbar vertebra of about 50 per cent and a 
massive decalcification. Seventeen months later the 
vertebra had become reduced to a dense lamella 2 
mm. thick anteriorly and 4 mm. thick posteriorly. 
There appeared to be a slight anteroposterior elon- 
gation. The adjacent intervertebral cartilages ap- 
peared somewhat thickened and presented a lami- 
nated aspect. The nuclei of the cartilage were more 
dense than normal. Subsequent roentgenograms 
showed recalcification and an increase in the height 
of the vertebra. At no time was there evidence of an 
abscess. 

The authors believe that the clinical and roent- 
genological aspect of vertebra plana can be produced 
by a variety of pathological processes, but that in 
the case reported the cause was a low-grade 
osteomyelitis. ALBERT F. DEGRoat, M.D. 


Pavlovski, A. J., and Fitte, M.: Metastatic Cancer 
of the Vertebrze (Cancer metastdsico vertebral). 
Rev. de ortop. y traumatol., 1932, ii, 321. 


In discussing the differentiation of metastatic car- 
cinoma from other diseases of the spinal column, 
chiefly Pott’s disease, the authors report four cases of 
the former condition, supplementing the case histories 
with roentgenograms. 

In vertebral carcinoma the affected vertebra are 
flattened and the bone structure is destroyed while 
the intervertebral disks remain unaffected. In 
Pott’s disease, which affects cartilage, there are 
early lesions of the intervertebral disks. The disks 
become progressively thinner and finally disappear 
entirely. Sometimes a vertebral metastasis, either 
because it is particularly malignant or because it is 
implanted near the pedicle, destroys the body of the 
vertebra partially without greatly flattening it and 
invades the soft parts early or invades the vertebral 
canal, causing early paraplegia. As a rule, however, 
there is marked flattening of the vertebra before the 
development of paraplegia. 

It is important to make a roentgen examination o/ 
the rest of the skeleton, particularly the flat bones 
and the ribs, as there may be metastatic foci which 
are silent clinically but of importance for confirmation 
of the diagnosis. Auprey Goss Morean, 


Markelov, N.: Osteochondritis Dissecans (Ostc: 
chondritis dissecans). Nov. chir. Arch., 1932, XX¥ii, 
393- 


According to its origin, osteochondritis dissecans 
belongs to the chondropathies of the type of Koc! 
ler’s disease and Legg-Calvé-Perthes disease. It \s 
due to a wedge-shaped necrosis of the epiphyses 0! 
the tubular bones or partial chondropathy of thc 
articular surface resulting from a vascular embolism 
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Most frequently affected is the knee joint, especially 
its median femoral condyle. Next in order of in- 
volvement are the elbow (head of the radius), hip, 
shoulder, ankle, and the smaller articulations of the 
foot. Occasionally, both of the articular bones of 
the knee joint or even both knees are affected. The 
condition is most common between the sixteenth 
and twenty-fourth years of age, but has been known 
to occur as early as the ninth year and as late as the 
fiftieth year. 

(jsteochondritis dissecans may present two stages. 
The first stage, which lasts about two years, is char- 
acterized pathologico-anatomically by sequestrum 
formation and separation. When it involves the 
knee it causes indefinite pain, swelling of the joint, 
and limping. The second stage is characterized by 
the formation of a free joint body, a bone niche from 
which the joint body fell out, attacks of severe pain, 
disturbances of motility, so-called locking of the 
joint body, and chronic arthritis without very pro- 
nounced intervening symptoms. 

A correct diagnosis can be made in both stages 
by roentgenography. In the first stage of involve- 
ment of the knee there is found at a typical site, the 
median condyle of the femur, a usually wedge- 
shaped or circular, sharply outlined focus of rarefac- 
tion in the bone substance (niche), in which lies a 
sequestrum. In the second stage the bone niche is 
empty and the sequestrum is found in the joint cavity. 
In the differential diagnosis it is necessary to rule out 
injuries of the internal meniscus, chrondromatosis, 
chronic traumatic synovitis, incarceration of the os 
fabella or other accessory joint bones, traumatic 
intra-articular free bodies, and true arthritis de- 
formans. 

In the first stage, conservative physical therapy 
may be beneficial. In the second stage, operative 
removal of the free joint body is indicated. Some 
surgeons favor operative treatment in the first stage, 
but this requires accurate roentgenological localiza- 
tion of the necrosed focus as the normal looking artic- 
ular cartilage cannot be differentiated from the 
bone defect covered by it or from the sequestrum 
lying in the defect by either inspection or palpation. 
Operative treatment in the first stage may be tech- 
nically very difficult. 

The author’s material consisted of thirteen knee 
joints (ten with involvement of the median artic- 
ular bones—in one of which the involvement was 
symmetrical—and three with involvement of the 
lateral condyles), and five elbow joints (three with 
involvement of the eminentia capitis and two with 
involvement of the head of the radius, in one of 
which the involvement was symmetrical). 

G. Atrpov (Z). 


Bado, J. L., Rolfi, D. V., and Sofiora, E. V.: So- 
Catled Cyst of the Meniscus of the Knee (Sobre 
el llamado quiste del menisco de la rodilla). Rev. 
de ortop. y traumatol., 1932, ii, 298. 


Cysts of the meniscus of the knee joint were first 
described by Ebner in 1904. The authors report two 
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cases and describe the histological findings in detail 
with the aid of photomicrographs. About seventy 
cases are on record. The majority of the subjects 
were males between fifteen and thirty years of age. 
The youngest patient was eight years old, and the 
oldest, sixty years. 

The cysts generally reach their maximum size in 
a short time and then remain stationary. ‘They are 
generally on the external surface of the meniscus. 
The swelling is seen most frequently in the joint 
interline in front of the insertion of the tendon of the 
biceps, between the latter and the external margin 
of the patellar tendon. However, it may protrude at 
the posterior border of the biceps and suggest a pos- 
terior hernia of the synovial membrane of the joint 
ora cyst of the upper tibiofibular joint. Asa rule the 
size of the cyst decreases on flexion and increases on 
extension, but occasionally it is more marked in 
flexion than extension. 

There is pain in the joint, but it is generally not 
intense. Extension and flexion are limited, and in 
some cases blocking of the joint occurs. Sometimes 
there is slight atrophy of the muscles of the thigh 
or leg. The diagnosis is not difficult if the condition 
is borne in mind. 

The best treatment is surgical removal of the 
meniscus. Some surgeons have removed only the 
cyst, but in most of the cases in which this has been 
done a recurrence has developed. 

In about 50 per cent of the cases the immediate 
cause of the development of the cysts is trauma. 
The ultimate cause is degeneration of fibrocartilage, 
probably brought about by circulatory disturbances. 

Aubrey Goss Moraan, M.D. 


Krida, A.: Intermittent Hydrarthrosis of the Knee 
Joint. A Report of 2 Cases Apparently Cured 
by Synovectomy, Together with the Patho- 
logical Findings. J. Bone & Joint Surg., 1933, xv, 
440. 


Intermittent hydrarthrosis is described as a chronic 
condition in which there are repeated joint effusions 
of several days’ duration which are refractory to 
salicylates, unaccompanied by pronounced manifes- 
tations of inflammation, cardiac disease, or joint 
deterioration, and recurring usually at regular in- 
tervals. The first case was reported by Perrin in 
1845. In 1926, Schlesinger found about roo cases in 
the literature. Among the factors in the causation 
of the condition are trauma, infectious arthritis, 
menstruation, pregnancy, and allergy. Regardless 
of the type of treatment, the prognosis is not good. 

In 1 of the 2 cases reported by the author the con- 
dition was of seven months’ duration and in the 
other of six years’ duration. In each, a synovectomy 
was done. In 1, there had been no recurrence of 
symptoms one year after the operation, and in the 
other there had been no recurrence eight months 
after the operation. 

The article contains several photomicrographs of 
sections of the resected svnovial membrane. 

ARTHUR H. WEILAND, M.D. 
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Santi, E.: Osteomyelitis of the Fibula (Le osteo- 
mielite del perone). Clin. chir., 1933, ix, 288. 

Santi reports a series of tw enty- nine cases of osteo- 
myelitis of the fibula from the Surgical Pediatric 
Clinic of Florence and reviews the etiology, pathol- 
ogy, symptoms, and diagnosis. Osteomyelitis of the 
fibula was found in 8.5 per cent of the total number 
of cases of osteomyelitis. This is a higher incidence 
than has been reported by others. 

In Santi’s opinion, opening of the medullary canal 
is necessary only in the hyperacute cases associated 
with septicemia. In the acute cases without septi- 
cemia incision of the soft parts is sufficient. Seques- 
trectomy is indicated when complete demarkation of 
the dead bone has occurred and the patient’s condi- 
tion will permit it. Peter A. Rost, M.D. 
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Milici, A.: The Treatment of Volkmann’s Is- 
chemic Paralysis by Elastic Traction. A 
Report of Seven Cases. J. Bone & Joint Surg., 
1933, XV, 516. 

In the treatment of Volkmann’s ischemic paraly- 
sis by elastic traction, Milici applies the traction by 
means of Japanese finger traps. The splint is de- 
vised to produce the initial traction with the 
wrist in flexion. When the fingers reach complete 
extension in this position, the wrist is gradually ex- 
tended by the adjustment of a hinge until even- 
tually complete extension and then dorsiflexion of 
the wrist is attained. When the corrected position 
is obtained the hand and fingers are immobilized 
for from four to six weeks. 

Milici believes that all cases of Volkmann’s 
ischemic paralysis, regardless of the duration or 
severity of the condition, can be benefited by this 
method of treatment. ArTHUR H. WEILAND, M.D. 


Camera, U.: Thirty-Two Cases of Orthopedic 
Shortening of the Normal Leg (32 casi di accor- 
ciamento dell’arto inferiore sano a scopo ortopedi- 
co). Chir. d. organi di movimento, 1933, xvii, 569. 


In 1928 the author reported four cases in which he 
had successfully shortened the normal leg instead of 
lengthening the abnormal leg in the treatment of 
various types of shortening. He has since improved 
the procedure and now concludes from his experience 
that it is in general better than the methods which 
involve traction on the short leg. His operation 
has three indications: (1) irreducible congenital dis- 
location of the hip (seventeen of his cases), (2) sequel 
of infantile paralysis (eight of his cases), and (3) 
sequel of hip disease (seven of his cases). The opera- 
tion is done only when there is shortening of at 
least 6 cm. The amount of shortening is determined 
by careful measurements. 

The normal leg is first enclosed in a cast applied 
from the waist to the sole of the foot. Resection of 
the femur is then done through a window in the cast, 
the amount of bone removed corresponding to the 


amount of shortening desired. The operative te: |). 
nique is shown by illustrations. 

After the operation the leg is immobilized usua|\y 
for fifty days, the patient is given a high-calciim 
diet, and the status of the operative field is checked 
up by frequent roentgenograms. 

The results in the author’s thirty-two cases \\ ore 
very satisfactory. Non-union and infection «re 
uncommon. EucENE T. Leppy, M.!) 


FRACTURES AND DISLOCATIONS 


Putti, V.: Analyses of the Roentgen Sympi: om 
Tri ad of Predislocation States (Analisi 
triade radiosintomatica degli stati di prelussazi: 
Chir. di organi di movimento, 1932, Xvii, 453. 


Putti stresses the importance of early roentven- 
ray signs in the diagnosis of congenital dislocations 
and reports the results of studies which he made of 
roentgenograms of normal infants and infants e- 
veloping dislocations in an attempt to discover <\uns 
of predislocation states. The following three inipor- 
tant changes were noted: 

1. Abnormal obliquity of the roof of the acet.|u- 
lum. In roentgenograms of infants from twcive 
hours to eight days of age, Putti distinguished 1 iree 
types of acetabulum, which he designates as ‘I\ yes 
A, B, and C. Type A, in which the shadow oj ‘he 
roof approximated the horizontal, was seen in ;; 
per cent of the males and 35 per cent of the femiles. 
Type B, in which the line of the roof was more in- 
clined yet formed an obtuse angle with the lateral 
side of the ala of the ilium, was seen in 27 per cent 
of the males and 45 per cent of the females. Type (, 
in which the line of the roof was so inclined as tv be 
almost a continuation of the lateral side of the ais of 
the ilium, forming only a very slight angle, was sven 
in 2.5 per cent of the males and 15 per cent of the 
females. While the importance of the degree of 
obliquity is relative, it seems that the more obli jue 
the line of the roof, the greater the likelihood of Jis- 
location. The greater frequency of the more obli jue 
roof in the female is in accord with the greater in- 
cidence of congenital dislocation in the female. ‘! he 
changes described may be noted at birth. 

2. Retardation of the appearance and hypop!:sia 
of the femoral epiphysis. These signs may be ‘lc 
tected only after from three to four months of | '!c. 
However, they are easily detected. As an exam)le 
of such changes Putti cites the so-called obstetrical 
trauma of the shoulder in which there is deformation 
of the glenoid cavity with hypoplasia of the humera! 
epiphysis. If this may be compared with the ‘ip 
joint, the likelihood of a traumatic cause for the ‘is- 
location is more probable. 

3. Ectopic position of the upper end of the femur. 
In the normal, a horizontal line along the upper en!s 
of the femora passes through the inferior quadrats 
of the acetabula and the vertical line extended ))- 
ward from the inner edge of the femur bisects | he 
roof of the acetabulum. Variations may be noid 
by the twentieth day. A. Lours Rost, M.1). 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


Radulesco, A. D., and Susan, B.: Periosteal Dys- 
plasia (Sur la dysplasie périostale). Rev. d’orthop., 
1032, xl, 5. 

According to Policard, the normal growth of bone, 
both in length and width, is dependent entirely on 
the periosteum, and the epiphyseal cartilages have 
nothing to do with it. In support of this theory are 
the facts that some vertebrates have no epiphyseal 
cartilage, yet their bones grow in length, and some 
bones, such as the clavicle and the cranial bones, 
develop from connective tissue only. 

Periosteal dysplasia is characterized by brittle- 
ness of the bones and frequent fractures before as 
well as after birth. As maturity is approached, the 
symptoms disappear. The condition was first de- 
scribed by Eckmann, in 1788. In 1849, Vrolik 
designated it by the term ‘‘ osteogenesis imperfecta.” 
In 1895, Lobstein called it ‘‘osteopsathyrosis,”’ and 
eight years later Gurlt referred to it as “‘fragilitas 
ossium.’”’ The authors suggest calling it ‘‘ periosteal 
dysplasia’ until its cause is known definitely. 

In many cases heredity has been recognized as a 
definite factor in the development of the condition. 
Absence or poor function of the osteoblasts has been 
assumed to be a cause. By some, the condition has 
been attributed to poor circulation in the marrow, 
chronic alcoholism in the parents, or syphilis, but 
the cases cited in support of these theories have 
been few. Observations made with regard to endo- 
crine disturbances have led to no definite con- 
clusions. 

Infants with the intra-uterine form of the disease 
are usually stillborn or born prematurely. In those 
who live there are evidences of malnutrition. The 
eyes and chin are prominent, the nose is thin, and 
the skull is increased in the bitemporal diameter. 
The postnatal form of the condition is often not 
recognized until fractures occur, which may be as 
early as the eighteenth month of life. The fre- 
quency of fractures diminishes as the child grows 
older. While the condition may involve any bone, 
it affects most frequently the femur and leg bones. 
The symptoms and displacement associated with 
the fractures are never so pronounced as those of 
fractures of normal bones. There may be very little 
pain and swelling. In a case reported by Porak 
and Durante, 250 fractures occurred. Many of the 
fractures may be slight and demonstrable only by 
roentgen-ray examination. The gray-blue color of 
the sclera of children with periosteal dysplasia may 
be due to the color of the choroid pigment showing 
through an abnormally transparent sclerotic coat. 
When fractures are so frequent that the child is kept 
olf of his feet for a long time, the bones become 
osteoporotic and may present the picture of osteo- 
malacia. The osteoporosis favors still more frequent 
fractures and deformities. Callus formation is 
always slow, and at the site of fracture a zone of 
decalcification may persist for a long time. 

The long bones are usually increased in diameter, 
the medullary canal being wider than normal with 
relation to the cortex. The short bones also show 


253 


thinning of the cortex. Ossification of the vertebrie 
is usually much delayed, and the pelvis is sometimes 
deformed. In many cases arteriosclerosis is found. 
In the case of a baby three months old, which was 
reported by Johansen, death resulted from cerebral 
apoplexy. 

Microscopic examination shows the periosteum 
to contain more fibrous tissue and fewer osteoblasts 
than normal. 

No treatment has been found of definite value. 
Dietary treatment and the administration of cod- 
liver oil and gland extracts have been tried. ‘The 
fractures heal if they are given as much care as frac- 
tures of normal bones. 

The authors report 3 cases. The first was that of 
a premature infant which had g fractures and died 
after a few days. The second was that of a child of 
five years who had 2 fractures in 1 femur, 1 frac- 
ture in the other femur, and a fracture of the radius 
and ulna, which occurred at different times during a 
period of two years. The third case was that of an 
eight-year-old child with a history of similar trouble 
in antecedents who sustained a fracture of 1 femur 
and 1 tibia from slight trauma and presented os- 
teoporosis of the entire skeleton. 

WILLIAM ARTHUR CLark, M.D. 


Magnuson, P. B.: The Simplification of the Treat- 
ment of Fractures. Surg., Gynec. & Obst., 1933, 
lvi, 483. 

In the treatment of fractures one must obtain 
first a mental picture of the attachments of the 
muscles, the strength of the muscles, the angle at 
which the muscles pull, and the displacing effect of 
the muscles on the fracture, and must next consider 
thoroughly the apparatus necessary for reduction 
and retention of the fracture. The treatment of 
fractures is based on one principle—traction bal- 
anced by countertraction. As a rule traction is 
obtained best by the application of adhesive plaster 
to the skin in three-tailed strips. Efforts at reduc- 
tion should be slow, steady, and prolonged. If 
conservative measures are unsuccessful, operative 
treatment should be given immediately. 

Transverse fractures of the arm may be reduced 
by means of a heavy muslin bandage looped around 
the patient’s wrist or elbow and passed over the 
surgeon’s shoulder, the patient being secured to 
the table by a bandage placed around the chest 
under the axilla. The surgeon obtains counter- 
traction by pressing his foot against the table. 

In fractures of the leg, traction may be applied 
by placing a Collins hitch around the ankle, tying 
the ends of the hitch through the eye of a double 
pulley fastened under the sole of the foot, and join- 
ing this pulley with a piece of rope to a double 
pulley attached to the foot of the table. Counter- 
traction may be obtained by passing a sheet be- 
tween the patient’s thighs and tying it to the head 
of the table. 

In cases of fracture of the leg or arm, traction 
must be maintained while the cast is applied with 
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the limb in the horizontal position. In order to 
prevent angulation, support must be applied above 
and below and at the point of fracture. When a 
cast is applied for fracture of the forearm, traction 
may be made by placing loops around the fingers 
and attaching these loops to an overhead support. 

In fractures of the ankle inversion may be ob- 
tained by placing a few turns of plaster bandage 
around the ankle over a heavy felt pad and bringing 
the plaster down over the ankle on the outside of 
the foot, under the sole, and up toward the knee 
on the inner side. An assistant grips the bandage 
roll in one hand and, while supporting the leg with 
the other, maintains the knee in right-angle flexion 
supported against his chest. 

In fractures in or near the knee joint the cast 
may be applied with the leg in full abduction. This 
makes it possible to bring the cast up into the gluteal 
fold and against the ischium. 

In fractures of the surgical neck of the humerus, 
traction should be started with the arm in abduction 
of about 20 degrees, and the elbow should be gradu- 
ally brought forward as the arm is abducted. 

In fractures of the lower end of the humerus 
there is a tendency for the muscles attached to the 
lower end to displace the fragments in different 
directions. Traction is by far the most satisfactory 
method of reduction. 

Fractures of the olecranon always require open 
reduction if the fragments are separated and the 
ligaments are torn. After operation, immobiliza- 
tion is unnecessary. Motion can be started within 
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twenty-four hours, and union should be complete 
after from four to six weeks. 

The reduction of fractures of the forearm is best 
maintained by steady, continuous traction. This 
may be obtained by means of an adhesive plaster 
cuff placed around the wrist and fixed to horizontal 
strips of wood at the metacarpophalangeal joints. 
Countertraction may be obtained by placing a sand- 
bag across the lower end of the humerus just above 
the elbow. Rotation of the radius is controlled }y 
attaching a rope to the horizontal crossbars. Ajter 
alignment is obtained, double board splints may |e 
applied to the flexor and extensor surfaces. 

In fractures of the radius without fracture of ‘he 
ulna, complete restoration of function requires 
restoration of the normal length of the radius. 
The author supports the joint by placing thick felt 
pads laterally over the radius and ulna, allowing 
each of them to fold around the flexor and extensor 
surfaces. He then forces the pads toward cach 
other by including them in a tightly strapped cir- 
cular band of adhesive plaster. 

The deformity of Colles’ fracture is backward 
and upward displacement of the lower fragment of 
the radius which produces a double bend in the 
flexor tendons. Reduction is obtained by iirst 
breaking up the impaction and then applying trac- 
tion at the base of the hand by means of a bandage 
loop extending from the hand over the operator's 
shoulder. In elderly persons there may be dis- 
integration of cancellous bone cells resulting in 
deformity of the wrist. Rupotpu S. Reicu, M.1). 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


‘ BLOOD VESSELS 


Pistocchi, G.: Knowledge Regarding the Carotid 
Sinus (Esperienze sul seno carotideo). Arch. ital. 
di chir., 1933, XXxiii, 69. 

The experimental studies reported in this article 
were suggested by the observation of marked rapid 
alterations in the rate and type of the pulse and in 
the blood pressure occurring in the course of an 
operation for the removal of a neoplastic gland in 
the left side of the neck. The author presents a brief 
review of the literature on the carotid sinus up to the 
time of Hering. The importance of the carotid sinus 
in surgery is evidenced by the vasomotor phenomena 
produced by pressure upon the sinus, the disturb- 
ances arising in it in surgery of the neck, including 
thyroidectomy, and the effect upon it produced by 
pressure on the mandible during general anesthesia. 

In animals under ether or chloroform anzsthesia 
electrical stimulation of the carotid sinus resulted in 
a rather sharp drop in the blood pressure and a 
diminution of the heart rate, which occurred in the 
fairly constant relationship of an eight to twelve 
drop in the rate to a 25-mm. drop in the pressure. 
After the injection of large amounts of adrenalin the 
sinus seemed to be relatively inexcitable. In animals 
subjected to thyroid-parathyroidectomy four days 
previously, stimulation of the sinus caused immediate 
severe convulsions which stopped when the current 
was stopped. The effect on the heart rate and blood 
pressure in these animals was slower and less 
marked than in normal animals. In animals in 
which hyperthyroidism had been produced by feed- 
ing dried thyroid substance, stimulation of the sinus 
resulted in a sudden drop in the pulse rate and blood 
pressure which was more rapid and profound than in 
normal animals. After prolonged stimulation the 
pulse became approximately normal, but the blood 
pressure remained low. 

The author suggests that hyperexcitability of the 
carotid sinus may explain some of the sudden deaths 
during thyroidectomy. 

The cause of phenomena discussed has not been 
determined with certainty, but is probably a reflex 
action through the medullary centers acting upon 
the capillaries. A. Louts Rost, M.D. 


Moszkowicz, L.: Surgical Occlusion Treatment of 
Varicose Veins (Chirurgische Veroedungsbehand- 
lung der Krampfadern). Zentralbl. f. Chir., 1932, p. 
2755- 

In spite of the fact that in the last few years the 
injection method of treating varicose veins has been 
gradually replacing the surgical method, there are 
still a number of cases in which injection is not suit- 
able. According to the author, it is particularly the 


widely dilated venous plexus with many anastomoses 
to the deep veins which resists the injection treat- 
ment. For these, Moszkowicz recommends the 
combination of vein resection and obliteration treat- 
ment which he proposed in 1927. This treatment has 
the great advantage that it can be carried out on 
ambulatory patients. The old Trendelenburg liga- 
tion of the saphenous vein at its entrance into the 
femoral vein, which has a mortality of 1 per cent, is 
not performed. Instead, the dilated veins them- 
selves are ligated centrally and are obliterated in 
their peripheral parts by an injection of from 10 to 
40 c.cm. of glucose solution. 

In the course of five years, 400 limbs were treated 
by this method with good results. As recurrences 
occasionally developed, the author modified the 
technique to include the ligation of as many of the 
branches of the varicose vein as possible. Through a 
4- or 5-cm. incision, a segment of vein twice this 
length is resected. In order to prevent thrombosis 
central to the proximal ligature, the central end of 
the vein is not pulled out. It is isolated very care- 
fully and without dissection, and the ligature is 
carefully placed around it with an anatomical for- 
ceps. Since the adoption of this careful treatment of 
the adventitia and intima, central thrombosis has no 
longer been observed. The peripheral end of the 
vein can be handled more firmly. By ligation of all 
of the branches as long a segment of vein as possible 
is freed. At the lower end it is incised and from 30 
to 40 c.cm. of glucose solution are injected through 
a blunt cannula. The resection is then carried distal- 
ward as far as possible. When there is a long vari- 
cose vein of the thigh with a deep branch from the 
plexus at the knee, the vein is ligated above and 
again at the upper part of the knee. It is then re- 
sected and the glucose solution injected. Even after 
such a double procedure, the patient can go home 
directly. Patients engaged in heavy labor are 
obliged to interrupt their work for only eight or ten 
days. They should not lie in bed, but should walk 
around quietly in the room because stagnation of 
blood favors thrombosis and embolism. 

The ambulatory treatment replaces completely 
the old extensive resections and cures even severe 
cases. Operative treatment seems indicated only 
for tumor-like dilatations of the veins, chronic re- 
current thrombophlebitis, and patients who refuse 
the injection method. SALOMON (Z). 


Mason, J. M.: Extreme Cardiac Decompensation 
Following a Traumatic Arteriovenous Fistula 
of the Left Subclavian Vessels. Am. J. Surg., 
1933, XX, 451. 


It has been definitely established that, in addition 
to local and peripheral symptoms, arteriovenous 
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aneurisms of the larger blood vessels are often asso- 
ciated with pronounced cardiovascular changes. 

The latter may include dilatation and hypertrophy 
of the heart, acceleration of the pulse, a low diastolic 
pressure; a high pulse pressure, a fall in the pulse rate 
and a rise in the blood pressure following temporary 
occlusion of the fistula, cardiac murmurs, dilatation 
of the artery proximal to the fistula, and a condition 
simulating aortic insufficiency. 

According to Matas, the cardiovascular effects 
are determined or influenced by: (1) the size of the 
fistula, (2) the volume and force of the arterial 
stream that is shortcircuited into the communicat- 
ing vein, (3) the caliber of the vessels involved, (4) 
the proximity of the involved vessels to the heart, 
and (5) antecedent cardiovascular disease. 

The author reports the case of a woman who de- 
veloped an arteriovenous fistula between the left 
subclavian artery and vein as the result of a stab 
wound in the left chest. The extreme degree of car- 
diac decompensation which rapidly followed the 
formation of the fistula was arrested by ligation and 
excision of the vessels entering into the formation of 
the fistula. Following ligation of the subclavian ar- 
tery in its first and third portions, ligation of the 
subclavian, internal jugular, and left innominate 
veins, and excision of the included sections of these 
vessels together with the fistula, the signs of broken 
compensation disappeared, the quality of the pulse 
improved, and the blood pressure rose to a more 
normal level. The patient has been able to resume 
her household duties and is steadily improving. The 
heart, though well compensating, has sustained 
damage which will probably be permanent. 

Fifty-nine collected cases of arteriovenous aneu- 
risms of the subclavian vessels are reviewed. Of the 
twenty-seven cases which were treated surgically, a 
cure was obtained in twenty, improvement in two, 
and no improvement in two. Three of the surgically 
treated patients died, the mortality being therefore 
11.1 per cent. Of the thirty-two cases in which op- 
eration was not performed, a spontaneous cure 
occurred in two and death in 2 (6.2 per cent). The 
incidence of improvement and lack of improvement 
in the others could not be ascertained. 

Norman C. Buttock, M.D. 


BLOOD; TRANSFUSION 


Benhamou, E., and Nouchy, A.: Massive Auto- 
Agglutination of the Erythrocytes Preceded 
and Followed by Massive Auto-Agglutination 
of the Platelets (Grande auto-agglutination des 
hématies précédée et suivie de grande auto-aggluti- 
nation des plaquettes). Presse méd., Par., 1933, xli, 
25. 

Massive auto-agglutination of the erythrocytes is 
rare. Recently, Aubertin, Rist, and Debenedetti have 
reported cases and reviewed the literature. 

The authors report a case in which there occurred 
not only a massive auto-agglutination of the eryth- 
rocytes, but also a massive auto-agglutination of the 
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platelets. The patient was a woman thirty years o/ 
age who was admitted to the hospital for treatment 
of a painful splenomegaly. Her family history \as 
negative. She had had febrile attacks during jy. 
fancy, but no recent attack of malaria and no other 
infectious diseases. She had borne two children «nd 
was in good health until two years before her admis- 
sion to the hospital, when her spleen began to en- 
large with increasing pain and she became very 
asthenic and pale. 

The anemia grew worse, the number of platelets 
remained low, the spleen became more painful and 
showed no reaction to adrenalin, and prolonged 
treatment with quinine proved useless. Splenectomy 
was therefore done. Fifteen days after the operation 
the patient developed an acute recurrence of ma- 
laria. Such recurrences are known to occur «j/ter 
splenectomy. Examination of the blood reveiled 
plasmodium vivax, and as the urea index remained 
below 0.50 the febrile attacks were permitted to de- 
velop. At first the attacks of fever occurred with 
increasing frequency, but then began to subside. 
As auto-agglutination of the erythrocytes took 
place after the beginning of improvement and the 
establishment of spontaneous immunity-tolerance, 
massive auto-agglutination of the erythrocytes ean- 
not be considered of prognostic value. 

This case was the first in which the authors «)- 
served a massive auto-agglutination of the platelets. 
Agglutination is a natural property of the platelets, 
but in the diluting fluids commonly employed (\ an 
Herwerden solution, Achard and Aynaud solution) 
the platelets remain separate and can be counted. 
While the occurrence of auto-agglutination of the 
platelets was not mentioned in previous reports of 
cases of massive auto-agglutination of the erythro- 
cytes, the authors believe it is the rule in such cuses. 
However, they call attention to the fact that in the 
case they report the agglutinins of the blood afiected 
the platelets before they affected the erythrocytes 
and at a time when the erythrocytes could stil! be 
counted. Sufficient agglutinins remained in the 
blood to hinder the count of the erythrocytes for 
several days. 

Auto-agglutination of the erythrocytes has been 
observed in three large disease groups: (1) the cir- 
rhoses, (2) acquired hemolytic jaundice, and (3) the 
trypanosomiases. The authors’ case shows that it 
may render a count of the erythrocytes impossi)le 
also in malaria. The diversity of conditions in which 
it may occur robs it of diagnostic value. 

By some, massive auto-agglutination of the eryth- 
rocytes has been regarded as indicating a poor prog- 
nosis. However, others have noted the phenome;on 
in conditions of no serious import, such as sciile 
pruritus, chlorosis, and chronic bronchitis. 

Temperature plays an important réle in the pro- 
duction of the phenomenon of auto-agglutination of 
the erythrocytes. The agglutination is very marked 
at a temperature between 12 and 14 degrees C. :nd 
persists at 37 degrees, but disappears at a tempera- 
ture between 4o and 45 degrees. Therefore in c:ses 
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of massive auto-agglutination of the erythrocytes, 
one needs only to heat the specimen in order to be 
able to count.,the erythrocytes. Yorke insisted on 
the reversibility of the phenomenon of agglutination, 
claiming that it disappeared at 37 degrees and re- 
appeared at o degrees. In the authors’ case the auto- 
agglutination of the erythrocytes, after having dis- 
appeared at 45 degrees, did not re-appear at 12 de- 
grees. A fact showing that agglutinins are always 
present in the plasma was that, even by raising the 
temperature to 55 degrees, it was found impossible 
to make the massive auto-agglutination of the plate- 
lets disappear. 

Auto-agglutination of the erythrocytes is not 
always associated with extreme anemia. 

A search for hamolysins in the authors’ case was 
negative. 

Splenectomy does not seem to play a part in the 
production of the phenomenon, as Sato reports a 
case in which auto-agglutination disappeared after 
splenectomy. 

In the interpretation of the phenomenon of agglu- 
tination two factors which appear related to each 


other seem of significance, viz.: (1) disequilibrium of 
the blood albumins with lowering of the serum albu- 
min (from 35 to 18 mgm. per 100 ¢.cm.) and of the 
ratio of serum albumin to serum globulin (from 1 to 
0.50), and (2) a positive formol fixation reaction at 
the end of two hours. It is well known that such a 
disequilibrium of the albumins and formol fixation 
of the serum occur in the trypanosomiases in which 
auto-agglutination of the erythrocytes is common. 
Accordingly, the suggestion is made that the latter, 
like the two other phenomena, is a reaction to infec- 
tion. 

Massive auto-agglutination of the erythrocytes 
and of the platelets presents a problem of immediate 
practical interest when blood transfusion is con- 
sidered. In Aubertin’s case, the serum of the pa- 
tient agglutinated the erythrocytes of different blood 
groups, rendering transfusion impossible. In the 
authors’ case the serum of the patient did not agglu- 
tinate the erythrocytes of the various blood groups. 
The patient belonged to Group III and therefore 
could be transfused safely with blood belonging to 
Group or IV. Epiti S. Moore. 


SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Demel, R.: The More Conservative Endeavors in 
Modern Surgery (Schonendere Bestrebungen in 
der modernen Chirurgie). Wien. klin. Wchnschr., 
1932, li, 1309. 

In recent times attempts are being made to 
replace the more or less radical methods of surgery 
with more conservative procedures. The author 
cites numerous examples. 

Even in the choice of the anesthetic, not only is 
the organism spared as much as possible, but even 
the psyche of the patient is taken into consideration. 
This explains the frequent choice of nitrous oxide 
anesthesia when for any reason local anesthesia 
cannot be used. In cases in which nitrous oxide alone 
is not sufficient to induce anesthesia of sufficient 
depth the otherwise necessary addition of ether is 
avoided by supplementing the nitrous oxide 
anxsthesia with local anesthesia. 

In order to decrease the unfavorable effects of 
operations, pre-operative blood transfusions are 
given to anemic and weakened patients and also 
to patients who are to be subjected to an operation 
which will cause a large loss of blood. 

In the field of malignant tumors operation is now 
often avoided by the use of radium and roentgen 
irradiation. This is true in cases of carcinoma of the 
skin, lips, tongue, larynx, and tonsils. 

In the surgery of Basedow’s disease the results 
have been improved by giving the patient pre- 
operative treatment with Lugol’s solution, as recom- 
mended by Plummer. 

In the surgery of brain tumors a conservative 
procedure of another sort was elaborated by Cushing. 
Cushing observed that many brain tumors grow 
very slowly and remain enclosed in their capsule for 
a long time. Therefore he does not insist upon the 
complete removal of such tumors, but undertakes 
their extirpation gradually and under certain con- 
ditions does not hesitate to leave portions of the 
tumor or its capsule behind. 

In the treatment of trigeminal neuralgia the injec- 
tion of alcohol seems to be associated with less 
immediate danger and a much lower mortality than 
extirpation of the gasserian ganglion, which has a 
mortality of 11 per cent even when done by Krause. 

Also in the treatment of furuncle and carbuncle 
conservative treatment is acquiring more adherents. 
Operation is regarded as indicated only in cases with 
increasing infiltration into adjacent tissues and ag- 
gravation of the general condition. 

In the operative treatment of empyema of the 
pleura, radical methods are being discarded in favor 
of more conservative procedures (closed drainage). 


In cicatricial stenosis of the cesophagus the ante- 
thoracic cesophagoplasty has almost never been 
carried out since Lotheissen was able to show by 
means of the Berlin-blue reaction that a large num- 
ber of the stenoses considered impermeable were 
permeable and could be dilated much more con 
servatively and with less danger by means 0/ 
bougies. 

In biliary surgery it appears that cholecystostom, 
and the ideal cholecystotomy are being performe:| 
more frequently than formerly, instead of chole- 
cystectomy. 

The high mortality of the surgical treatment o/ 
acute pancreatitis has in recent times led to expect. 
ant treatment. Moreover, in operating upon cases 
of acute pancreatitis the surgeon has become more 
conservative insofar as incision into the capsule or 
even into the parenchyma of the pancreas has been 
discontinued because of the danger of hemorrhage 
and secondary hemorrhage. 

The fact that in pneumococcus peritonitis it }s 
impossible to eliminate the source of the infection 
has also led to conservative treatment, in contrasi 
to the treatment of the other forms of peritonitis. 

In enteroptosis the limitation of operative pro 
cedures in recent times has been especially marke. 

The operations for chronic obstipation, which are 
associated with a high mortality, have also been 
disappointing and have given way to more con 
servative treatment. : 

In tuberculosis of the testis and the epididymis 
semicastration is not done as often as formerly. 

Of the numerous operative procedures for the 
treatment of varicocele, the majority have lost 
considerably in importance. 

In the treatment of varicosities of the lower 
extremities, operative treatment has become limite: 
more and more, and in its place injection treatment 
has been given wider application. 

In the various diseases and injuries of the bones 
and joints conservative treatment has become in 
creasingly popular. The older, chiefly operatiy« 
treatment of tuberculosis of the bones and joints ha: 
been considerably limited and has been replaced }y 
heliotherapy. 

Also in the treatment of fractures there is notice 
able an increasing limitation of the open methods «/ 
treatment. This is due to the improved procedurc- 
of extension treatment and the better primary re 
position of fragments obtained by means of ne. 
apparatus. 

In some pseudarthroses bony consolidation can |) 
obtained by the boring method of Beck with avoid 
ance of a major operation. 

The use of the permanent water bed in surgici' 
diseases is a great advantage, as decubitus and exten 
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sive phlegmonous processes frequently heal without 
operation when such a bed is used. Aside from the 
fact that some intestinal fistula close spontaneously 
under the influence of the water bed, operative clos- 
ure of intestinal fistule is less dangerous after the 
use of the water bed than operative closure without 
previous use of the water bed. 

The author shows that the problem of modern 
surgery consists not only in opening up new fields 
of operative surgery, but also in aiming to use more 
conservative procedures. : M. Hrrscu (Z). 


Gucci, G.: The Behavior of the Blood Platelets in 
Certain Surgical Conditions (11 comportamento 
delle piastrine in alcune malattie  chirurgiche). 
Policlin., Rome, 1933, xl, sez. chir. 141. 

Although the blood platelets were first described 
as long ago as 1844, relatively few studies have been 
made of them. As their number varies considerably 
under normal conditions, their variations under 
pathological conditions are difficult to evaluate. A 
study of them is rendered difficult also because they 
are fragile and difficult to stain and they agglutinate 
readily. 

The author reports studies of the platelets which 
he made in various acute and chronic infections, 
traumatic lesions, and tumors and in experiments on 
guinea pigs and rabbits. The platelets were in- 
creased in infections but decreased in severe sepsis. 
In general, their curve followed that of the leuco- 
cytes, but when an infection became worse, the 
platelets decreased. 

Gucci concludes that the platelet curve is an 
accurate index of the prognosis in many surgical 
conditions. EuGENE T. Leppy, M.D. 


Kirschner: The Transplantation of Epidermis 
(Ueber Epidermisverptlanzung). Acta chirurg. 
Scand., 1932, xxii, 21. 

In the transplantation of epidermis it is better, for 
cosmetic reasons, to use one large flap than several 
smaller pieces. In the use of Thiersch grafts there is 
a constantly increasing demand for greater thick- 
ness, length, and width of the grafts. 

The author’s epidermis elevator is a modification 
of the Schepelmann scalpel. ‘The modification con- 
sisted in diminishing the angle of the scalpel to the 
skin surface. To stretch the skin of the thigh in a 
transverse direction successfully, Kirschner has de- 
vised an apparatus with which the stretched skin 
forms a wide plane and the point of attack on the 
skin lies below rather than above its normal level so 
that the cutting process is not hindered. 

At a distance of from 10 to 15 cm. apart, which is 
somewhat wider than the proposed skin flap, two 
steel rods with sharp points and removable handles 
are bored under the skin of the thigh in a distal-to- 
proximal direction so that the ends protrude from 
the skin (Fig. 1). The knee is flexed and hangs over 
the edge of the table. On their sides the rods have 
slits into which fit the ends of four curved steel bri- 
dles about 10 cm. long. ‘T'wo of these bridles with 


Fig. tr. Introduction of the steel rods to stretch the skin 
for the removal of Thiersch flaps. 


chains attached are fitted to the rods as shown in 
Fig. 2, and the skin between the rods is markedly 
stretched by pulling on the chains. Thiersch grafts 
of any length, width, and thickness may then be cut. 
For the taking of homoplastic grafts from recently 
amputated extremities the author has devised a 
board (Fig. 3) which is based on the same principle 
of skin tension and fixation. 

The skin should be rubbed with physiological salt 
solution, but as the danger of infection is not great no 
disinfectant should be applied to it. 


Fig. 2. Application of the steel bridles and chains to 
stretch the skin for the removal of Thiersch tlaps. 
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Fig. 3. Board to stretch the removed skin for the re- 
moval of Thiersch flaps. 


Fig. 4. Rubber-sponge pressure dressing for Thiersch 
transplants. 


The less the friction with which the scalpel glides 
over the skin the easier the flaps are cut. For mois- 
tening, olive oil is preferable to physiological salt 
solution as it prevents drying of the transplant. 

The cutting of the epidermal flaps should be the 
last act of the operation. The area to be grafted 
should be prepared first and the epidermal flaps then 
applied immediately. 

There should be absolute hemostasis of the part 
treated. An excellent procedure for this purpose is 
electrocoagulation with a diathermy knife or needle. 
If this fails, the Thiersch flaps should be perforated. 

An excellent dressing for the wound is Sirius gauze 
fastened in place at the edges of the transplanted 
surface with mastisol and sutured to the skin edges 
by a few stitches. This prevents displacement-of the 
transplant. The gauze should be removed after from 
eight to ten days. Later, the Thiersch graft may be 
painted with zinc oil. 

To prevent the accumulation of blood and tissue 
juices under the graft, elastic pressure should be 
maintained by means of a rubber sponge that has 
been boiled in physiological saline solution and 
squeezed into dry towels. This should be applied to 
the gauze-covered transplant with elastoplast under 
slight tension. (Fig. 4). Louts NEuwELT, M.D. 
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Hunt, E. L.: Postoperative Thrombosis and Em- 
bolism. New England J. Med., 1933, ceviii, 730. 

The author reviews the cases of thrombosis and 
embolism which occurred in the City Hospital of 
Worcester, Massachusetts, in the past twelve years. 

Of the total number of deaths during this period, 
0.9 per cent were from pulmonary embolism. 

Of the patients operated on, 0.48 per cent de- 
veloped thrombotic complications and o.11 per cent 
died of pulmonary embolism. 

Of the total of 137 cases of thrombosis, 43 were 
medical cases and the remainder were surgical, ob- 
stetrical, or traumatic. 

Influenza epidemics had no definite influence on 
the incidence of thrombosis although the yearly in- 
cidence of the condition was quite variable. Twice 
as many females as males were affected. The great- 
est number of thromboses occurred after abdominal 
operations. 

The number of infections associated with throm. 
bosis was surprisingly low. 

Precautions which may tend to decrease the dan- 
ger of the liberation of clot-producing substances and 
hence the danger of thrombosis and embolism are: 

1. The avoidance of trauma to the deep epigas 
tric vessels in making upper or lower rectus incisions. 

2. The control of bleeding by isolated ligation 
rather than over-and-over suture, and care to avoid 
transfixion of veins when work is being done in the 
vicinity of the broad ligament. 

3. The avoidance of trauma to vessels (especially 
the vena cava) by deep retractor blades. 

4. Careful ligation of all veins to prevent throm. 
bogenic tissue juices from entering them and start- 
ing a clot. 

5. Careful suturing of the tissues with minimal 
burying of suture material. 

6. Proximal ligation as the first step in operations 
on varicose veins. 

Among the factors of importance in the causation 
of thrombosis are: 

1. An increased tendency toward blood clotting. 

2. Blood stasis from slowing of the stream, de 
pressed circulation, or lowered metabolism. 

3. The influence of cardiovascular diseases. 

4. Infection. 

A high protein diet increases the clotting power of 
the blood. In most cases of thrombosis the clotting 
index is high. Sodium thiosulphate solution given 
intravenously has a restraining effect upon the eleva. 
tion of the index and has been used to prevent 
thrombosis. 

The prevention of blood stasis by the avoidance 
of overextension of the legs in the Trendelenburg 
position, by systematic exercises of the legs after 
operation, and by the avoidance of tight binders and 
dressings will aid in decreasing the incidence o! 
thrombosis. Thyroid extract has been given to in 
crease the circulation. 

Wound infections do not occur in all cases of 
thrombosis, but organisms are present in every op 
erative wound even when no gross evidence of infec- 
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tion is present. Such “occult” infections may ac- 
count for certain processes remote from the wound, 
of which thromboses may be an example. 

In 1927 Rosenow reported the isolation of a diplo- 
streptococcus from emboli in 6 cases of fatal pulmo- 
nary embolism. Pure cultures of this organism in- 
jected into dogs and rabbits produced thromboses, 
and in 2 dogs caused pulmonary emboli. 

From a study of the cases on which this discussion 
is based it is apparent that while embolism cannot be 
wholly prevented there is hope of decreasing its fre- 
quency and avoiding a fatal outcome by greater 
alertness with regard to the premonitory signs and 
the efficient use of such methods of control as are 
now available. 

It is most important to recognize peripheral 
thrombosis as soon as it occurs. Routine measure- 
ments and examinations should be carried out be- 
fore the patient is allowed to get out of bed to be 
certain that thrombosis has not been overlooked. 

The treatment of thromboses has been rest and 
quiet—a period of at least six weeks of complete rest 
with special nursing care to prevent movement. A 
diet with a low residue should be given to decrease 
the use-of the bedpan. The leg should be rested on a 
pillow and covered by a cage containing electric 
bulbs for warmth. A sudden decrease in the swell- 
ing and improvement in the color are to be regarded 
with suspicion as they may mean that the clot has 
become loosened and is on its way to the heart. 

In an embolic crisis the patient is quieted with 
morphine and given oxygen. Sodium thiosulphate 
has been used and deserves a wider trial. 

The Trendelenburg operation is mentioned as a 
heroic measure for which one should always be pre- 
pared in the last moments of an otherwise fatal 
embolism. Mary E. Martues, M.D. 


Coryllos, P. N.: The Etiology, Prevention, and 
Treatment of Postoperative Hzmorespiratory 
Complications in the Surgical Treatment of 
Tuberculosis. Endotracheal Anzsthesia Com- 
bined with Bronchial Suction. (84 Cases, 152 
Operations). J. Thoracic Surg., 1933, ii, 384. 


In a search for an explanation of the complications 
which frequently follow operations on the chest, the 
author reviewed the various theories that have been 
advanced but found them somewhat inadequate. 

He discusses the pathological physiology of the 
lung and reports clinical and experimental findings 
based on 250 thoracoplastic operations performed 
on 133 tuberculous patients in 2 institutions in New 
York City which provide 2,000 beds for tuberculous 
patients. 

The complications are shown to be the result of 
respiratory and circulatory deficiencies which pro- 
duce an acute or prolonged deficiency of oxygen and 
carbon dioxide and lead to an anoxemic crisis and 
\o death if steps are not taken to prevent it. 

These deficiencies are the result of stasis of the 
bronchial secretions which are always present in the 
lung before operation, and especially of the secre- 


261 


tions expressed during the operation by the collapse 
of the diseased lung. 

A pneumococcus, which is practically always pres- 
ent in the upper respiratory tract, infects the bron- 
chial exudate, increasing its viscosity and rendering 
it able: to obstruct large as well as small bronchi. 

The anoxemia is increased by a further decrease 
of the respiratory area by lobular, lobar, or massive 
atelectasis, the collapse of the thoracoplasty itself, 
or the development of areas of bronchopneumonia. 
The result is a rapid shallow respiration which again 
adds to the anoxwmia and causes a massive elimina- 
tion of the carbon dioxide, producing acapnia. ‘The 
acapnia further increases the anoxemia and brings 
about a loss of muscular tonus which leads to pe- 
ripheral vascular failure, peripheral circulatory 
stasis, a decrease in the venous return to the heart, a 
fall in the blood pressure, the picture of shock, and 
an anoxemic crisis. 

Deaths which have been attributed to heart fail- 
ure, cardiac dilatation, shock, or aspiration or 
tuberculous pneumonia have been found in the last 
analysis to have been due to such an anoxemic 
crisis. 

The treatment and prevention of these complica- 
tions can be directed only at the origin of this chain 
of events, namely, the stasis and infection of the 
bronchial secretions present in the lung, especially 
in the diseased portion which is to be collapsed. As 
the vicious circle begins during the operation, the 
author has developed a method of inducing anes- 
thesia which tends to eliminate the factors leading 
to anoxemia. This consists of endotracheal insuf- 
flation anesthesia combined with bronchial suction. 
Such an anesthesia with the use of the author's 
special endotracheal tube introduced through a 
bronchoscope under local anwsthesia before the 
operation keeps the respiratory ways patent; cuts 
off the communication between the upper and lower 
respiratory tracts, thus preventing the aspiration 
of infected material; keeps the lung adequately ven- 
tilated, thereby preventing acapnia; and allows re- 
peated suction to eliminate bronchial secretions be- 
fore, during, and after the operation. 

The author compares 152 operations performed 
with intratracheal anesthesia and 08 operations per- 
formed with the ordinary mask anesthesia. The 
results so far have proved that the working hy- 
pothesis on which the author’s study was based is 
sound as they have shown a definite increase in the 
number of good results and a similar decrease in the 
mortality following thoracoplastic operations. 

Mary E. Matues, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 
Sirolli, M.: The Pathology of Death from Electric- 


ity (Sulla patologia della morte da elettricita). 
Arch, ital. di chir., 1933, XXXiii, 333. 


The author reviews the literature on the pathology 
of death from electricity and reports the results of 
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an experimental study of the effects of varying 
amounts of electricity on rabbits. 

The major portion of the report deals with the 
anatomical and histological changes. Necropsy usu- 
ally revealed no characteristic changes. Frequent 
findings, however, were a more or less general- 
ized congestion with some hemorrhage, espe- 
cially in the brain, liver, and kidneys. The blood 
tended to be more liquid than usual and dark, and 
there was usually some coagulation in the right 
heart. In general, the changes conformed to those 
found in human beings. The findings of histological 
studies of the organs were briefly as follows: 

In the heart, fragmentation of the myocardium 
was almost constant, and plication and undulation 
of the fibers, irregular vacuolization of the proto- 
plasm, and zones of cedema and interstitial hamor- 
rhages like those seen after death from asphyxia 
were common. 

In the lungs, an emphysematous state was very 
evident. This was accompanied by hemorrhagic 
foci, congestion, rupture of blood vessels, contrac- 
tion of the bronchioles, multiple emboli, acute rup- 
ture of the alveolar walls, and some desquamation 
of the bronchial mucosa. 

Common findings in the liver included changes 
due to venous stasis and parenchymal damage; 
dilatation of the central lobular veins; laceration of 
the parenchyma with foci of infiltration and hem- 
orrhage; changes in the cell outlines with some 
granulation, basophilia, and vacuolization, espe- 
cially in the region of the central veins; and some 
separation of the mucosa of the biliary ducts. 

In the pancreas, the common findings were vacuo- 
lization and swelling of the cellular protoplasm with 
changes in the staining qualities of the nuclei and 
more or less diffuse foci of necrosis, multiple hem- 
orrhagic areas with constriction of the arteries, and 
desquamation of the ductal mucosa. No changes 
were found in the islet tissue. 

In the kidneys, the changes were so variable that 
a generalization is impossible. Common findings 
included distention of the glomeruli due to accu- 
mulated blood. Occasionally this was associated 
with rupture of the intracapsular capillaries and 
hemorrhage although in some instances the glom- 
eruli were markedly contracted. Other common 
findings were distention of the blood vessels and 
rupture with hemorrhage into the cortex and me- 
dulla. Swelling and desquamation of the tubular 
epithelium were also noted. 

The spleen was usually contracted and showed 
retraction of the connective tissue septa, fragmenta- 
tion and dissociation of the splenic tissue, and scat- 
tered areas of hemorrhage. 

In the thymus, areas of hemorrhage into the 
pulp and some distention of the veins were found, 
but a condition simulating that of status thymico- 
lymphaticus was not seen. 

The skeletal muscles showed fragmentation, a tor- 
tuous and somewhat vorticose arrangement of the 
fibers, loss of striation, vacuolization, and some 
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separation of the contractile substance from the 
sarcolemma. 

In the central nervous system the changes were 
extremely variable. They were most constant in the 
cerebral cortex. The cell bodies were sometimes dif- 
ficult to identify because of fragmentation, pul- 
verization, or granulation of the protoplasm and re- 
duction in the size of the cell. The surfaces of cells 
which remained more or less intact were marked by 
a laceration, notch, or erosion. In the nuclei, 
chromatolysis and vacuolization were extremely 
variable. They were most constant in the cerebellar 
cortex and pons. The nuclei showed retraction and 
reduction in size and were often displaced anc 
vacuolated, especially in the basal ganglia, the floor 
of the fourth ventricle, and the cerebellum. The 
nerve cell processes were often wavy, fragmented, 
and spirillar. The changes in the blood vessels 
were similar to those in the other organs. They 
included congestion, ecchymoses, and infarcts. 

Changes in function following a non-fatal shock 
were studied with special reference to the liver and 
kidneys. Fractional shocks were found to produce 
grave inhibition of the renal function with anuria 
frequently continuing for three days, an increase in 
the cholesterin content of the liver, an enormous 
increase in the lactic acid content of the blood, and 
marked retention of nitrogenous end-products such 
as urea and amino acids. 

Hematological studies after fractional shocks re- 
vealed an increase in the number of circulating 
erythrocytes; variations in the number of leucocytes, 
which at times were increased and at other times 
decreased; a constant increase in the lymphocytes 
and monocytes; a slight increase in the viscosity 
and coagulation time; and an increase in the re 
sistance of the erythrocytes. 

Extracts of organs of electrocuted animals were 
found to be more toxic than those of the organs oi 
normal animals and in some instances acted in a 
peculiarly specific manner, extracts of lung, for 
example, causing death with marked pulmonary 
cedema and extracts of kidney causing death with 
marked renal changes and anuria. 

In general, the electricity caused regressive 
changes of varied grades in the cells of all organs 
and when the shock was protracted or intense, i! 
produced a more or less grave necrosis. 

A. Louis Rost, M.D 


Riesman, D., Fox, W. W., Alpers, B. J., and Cooper, 
D. A.: Hydrophobia: Report of Two Fata! 
Cases, with Pathological Studies in One. /) 
Int. Med., 1933, li, 643. 


In the first of the two fatal cases of hydrophobi: 
reported by the authors the treatment consisted 0! 
cauterization with fuming nitric acid. Symptoms «! 
rabies developed after twenty-six days and deat!) 
occurred three days later. In the second case the 
wound was cauterized with phenol and a full course 
of Pasteur prophylactic treatment was given, bu! 
symptoms of rabies developed after three weeks anc 
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death occurred four days later. Autopsy in this 
case disclosed the characteristic lesions of rabies 
encephalitis, namely, inflammatory changes in the 
gray matter at the base of the brain, particularly in 
the colliculi, the periaqueductal gray matter, the 
substantia nigra, and the tegmentum of the pons 
and medulla. The inflammation had spread to the 
spinal cord. 

The treatment recommended is thorough cauteri- 
zation with fuming nitric acid followed by a course 
of Pasteur immunization. In cases of bites about 
the face and hands the immunization should be 
rapid as immunity is not developed until fourteen 
days after completion of the treatment. 

Maorice L. Date, M.D. 


ANESTHESIA 


Field, W. H., and Pilcher, L. S.: II: Avertin Anzs- 
thesia. Ann. Surg., 1933, xcvii, 577. 


Four hundred and thirty-one surgical cases in 
which anesthesia was induced with avertin were 
compared with a like number in which operation 
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was performed under anesthesia induced with some 
other anesthetic. The preparation in the former 
was avertin fluid. This was used as a basal anesthe- 
tic only. The dosage varied from 60 to 100 mgm. per 
kilogram of body weight. The advantages of the 
use of avertin are the avoidance of pre-operative 
fear, the ease of induction of narcosis, reduction of 
the amount of general anesthetic necessary, and 
reduction of postoperative distress. The disadvan- 
tages are the time and trouble necessary to prepare 
the solution freshly each time, the length and varia- 
bility of the induction period, lack of control of the 
anesthetic after the solution has been given, pro- 
longed special nursing after the operation, slow 
excretion of the drug through the kidneys, the wide 
variation in the susceptibility to avertin, and the 
narrow margin between the therapeutic and toxic 
dose. Foremost among the contra-indications are 
conditions lowering liver function. Other contra- 
indications are conditions decreasing kidney func- 
tion, severe cardiac disease, old age, cachexia, 
marked shock, and severe acidosis. 
GeorcE R. McAuttrr, M.D. 


| 


PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Podlasky, H. B., and Enzer, N.: The Comparative 
Value of the Serological and Roentgenological 
Diagnoses of Congenital Syphilis. Radiology, 
1933, XX, 337- 


Up to recent times the detection of congenital 
syphilis has depended entirely on examination of 
the blood except in cases in which it was known 
that the mother had syphilis or the newborn infant 
presented definite evidences of the condition. 
Lately the roentgenological diagnosis of syphilitic 
involvement of the osseous system has been devel- 
oped to a high degree of accuracy. The study here- 
with reported was undertaken to compare the 
relative values of the 2 diagnostic procedures. The 
methods and results of serological tests and the 
roentgenological findings as reported by various ob- 
servers are discussed at length. 

In the study on which this report is based, 1,096 
mothers and 974 infants were examined serologically. 
In 30 cases the findings were positive for either the 
mother or the infant. In 13, both the maternal 
blood and the cord blood were positive. Seven of 
the infants in these cases were examined roent- 
genologically shortly after birth. In 17 cases the 
serological findings in the maternal blood were 


positive, but those in the cord blood were negative. 
Five of the infants in these cases were subjected to 
roentgenological examination immediately after 
birth and 4 were examined roentgenologically several 
months after birth. 

In the cases of 6 babies positive indications of 
osseous syphilis were discovered in the first week of 


The blood of the mothers of these babies was 
positive. The blood of 1 of the babies was not 
examined. In the cases of 4, the cord blood was 
positive and in the case of 1 it was negative. Of 7 
cases in which X-ray examination of the baby at 
birth was negative, the mother and baby were 
positive in 3 and the mother was positive and the 
baby was negative in 4. In 6 cases examinations 
were made at intervals of six, seven, and ten 
months, and in 3 after one year. Of these 6, the 
roentgenological findings were positive in 3. Of 
the latter, the serological findings were positive in 2 
and the maternal blood was positive but the cord 
blood was negative in 1. In the 3 cases in which 
the roentgenological findings were negative the 
babies’ blood was negative while the mothers’ 
blood was positive. In 1 case in which the roent- 
genological examination after one year was positive 
for osseous syphilis, the roentgenological examina- 
tion at birth had been negative and both mother 
and baby were positive serologically. In other 
words, there was positive agreement at birth between 
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the roentgenological findings and the serological 
findings in 5 cases. The roentgenological findings 
were positive in 1 case in which the blood was 
negative, and were negative in 3 cases in which 
both the baby’s blood and the mother’s blood were 
positive. In 7 cases the X-ray findings agreed with 
the negative cord blood. In 1 case positive findinys 
of osseous syphilis were detected one year after 
birth when the cord blood was negative, the yv- 
check on the baby was negative, and the matern| 
blood was positive. 

In summarizing their article the authors stiie 
that in a large percentage of cases in which there 
are positive serological findings in the infant with or 
without similar findings in the mother ossevis 
changes are demonstrated on roentgenologica| 
examination. 

Negative roentgenological findings should not |e 
considered as ruling out the presence of syphilis «5 
they may indicate merely the absence of osseo:s 
syphilis at birth. Roentgenological evidence «jf 
osseous syphilis may be obtained in the absence «{ 
positive serological findings in the baby. Cases of 
positive maternal blood and negative cord blood 
demonstrate the importance of re-checking the 
serological and roentgenological examinations 
intervals of from three to six months. Negative 
serological findings in the cord blood and negative 
roentgenological findings in the presence of materi::!! 
syphilis are not absolute evidences of the absence 
of syphilis in the newborn. 

Hartune, M.D. 


RADIUM 


D’Emidio, A. S.: Radium Therapy of Reticulo- 
Endotheliomata—Reticulomata—of the Tonsil 
and Pharynx (La radiumterapia retico|:- 
endoteliomi—reticulomi—delle amigdale e del 
faringeo). Radiol. med., 1933, XX, 273. 


The author briefly describes the histological «;) 
pearance of malignant reticulo-endotheliomata, (1:- 
mors characterized by rapid growth and invasion «)/ 
reticulo-endothelial tissue. He believes they are tric 
tumors, although by some they have been describe: 
as simple inflammatory hypertrophies. He reports 
three cases. 

The first case was that of a man forty-nine years 
of age who had a tumor of the left tonsil with metas- 
tases in the lateral cervical glands. On May ::., 
1931, irradiation of the left lateral cervical and sui 
maxillary regions was begun by means of a gauze 
apparatus containing four tubes of 10 mgm. of ru- 
dium element filtered by 2 mm. of platinum. Jc 
distance between the radium and skin was about 
3cm. The irradiation was given for twenty-one da. s 
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and produced an intense erythema. On June 28 not 

a trace of the tumor could be found. In April, 1932, 
the irradiation was repeated as a prophylactic meas- 
ure according to the author’s custom. A year and a 
half after the treatment the patient was free from 
symptoms. 

‘The second case was that of a woman eighty-two 
years of age who had a tumor of the lymphatic plexus 
of the right half of the pharynx which had invaded 
the tonsil, the right pillar of the fauces, and the 
lateral cervical glands on the right side. The initial 
treatment, begun September 9, 1932, was the same 
as that in the first case but was continued for only 
seventeen days. The patient is now in excellent 
health and free from symptoms, but will be given a 
prophylactic treatment. 

In the third case there was a tumor in the vault 
of the pharynx which had formed metastases in the 
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lateral cervical glands. On March 16, 1932, radium 
irradiation of the left half of the face and lateral 
cervical region was begun. The technique of the 
irradiation was the same as in the first and second 
cases except that five tubes were used. The tumor 
decreased in size and the patient requested discharge 
as he felt well. He was advised to come back for 
further treatment, but refused to doso. On August 
1 he returned with a large recurrent tumor. He was 
then treated with eight tubes of 10 mgm. of radium, 
but signs of intracranial involvement developed and 
he died at the end of fifteen days. 

The author emphasizes the danger of underdosage. 
Too small doses produce radium resistance which 
makes treatment more and more difficult. The 
maximum saturation dosage which does not injure 
the normal tissues should be employed. 

Auprey Goss Morcan, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Plucinski, K.: Morbus Aperti (Morbus Aperti). 
Ginek. polska, 1932, xi, 661. 

The author reports a case of morbus aperti in a 
twenty-six-months-old child born in the obstetrical 
and gynecological department of the hospital at 
Koenigshuette. On the basis of the history it was 
possible to exclude a hereditary taint. Examination 
of the blood of the parents and of the cerebrospinal 
fluid of the child was negative for syphilis. The preg- 
nancy had proceeded without psychic disturbances, 
the child was carried almost to term, and the only 
‘complication was an abnormally small quantity of 
amniotic fluid. During labor, danger of asphyxia 
arose on account of the abnormal structure of the 
skull. 

At birth, the child weighed 2,500 gm. Its sagit- 
tal suture was short, but about 1 cm. wide, and 
terminated posteriorly in a bony defect measuring 
2 by 1% cm. The bony defect terminated in a small 
fontanel, the size of the ball of an adult’s finger. 
Anteriorly, the sagittal suture passed over into a 
large fontanel which terminated at the root of the 
nose in a bony defect 2 cm. wide. The skin, which 
was distinctly tense over the site of the defect, 
allowed the pulsation to be felt. The root of the 


nose was situated very deep and appeared to lie still 
deeper because of the marked bulging of the frontal 


protuberances bulged greatly. The corner were 
somewhat dull and the external angles of the eye- 
lids were considerably sunken. The external auditory 
meati were situated very low, and the auricles stood 
away from the head. The soft palate was cleft. The 
child breathed with a snoring noise. The second, 
third, and fourth fingers of the right hand were grown 
together and were movable only in the proximal 
joints. The fifth finger was free, but like the others 
was movable only in the proximal joint. The thumb 
of the right hand was in the pollex varus position. 
There was one common nail to the third and fourth 
fingers. The left hand showed the same peculiarities 
except that each finger had a separate nail. The 
roentgenogram showed not only lack of differentia- 
tion of the individual phalanges, but also the bony 
coalescences. The toes of both feet were grown 
together. The great toes projected and turned in- 
ward in the form of a hallux varus. The roentgeno- 
gram showed absence of the two first phalanges of 
both feet. 

Another examination made twenty-six months 
later showed changes affecting chiefly the skull. 
The fronto-occipital circumference was 47 cm.; the 
mento-occipital circumference, 55.5 cm.; the distance 
of the small fontanel from the root of the nose, 


25 cm.; the fronto-occipital distance, 15 cm.; the 
biparietal distance, 14.5 cm.; the temporal distance, 
13 cm.; the buccal distance, 12 cm.; and the orbital 
distance, 1ocm. The child was 79.5 cm. long. The 
large fontanel gaped and was stretched, and the 
small fontanel was the size of the ball of a little 
finger. The root of the nose was sunken and the 
nose had the shape of a parrot’s beak. The upper 
lip was short, and in the lower jaw there were two 
teeth. Ophthalmological examination showed in- 
creased intra-ocular pressure and stasis papillaris in 
the atrophied region. The roentgenogram disclosed 
shortening of the dimensions of the base of the sku!I, 
widening of the sella turcica, gaping of the large 
and small fontanels, and very distinct digital im- 
pressions. The child showed no psychic disturbances 
of any kind. It did not speak, but cried hoarsely. 

The article includes a photograph of the child ani 
roentgenograms of the base of the skull, the ici 
hand, and the left foot. This is the thirty-third case 
of morbus aperti to be reported. 

St. VON SOBIERANSKI ((). 


Meleney, F. L.: A Differential Diagnosis Between 
Certain Types of Infectious Gangrene of the 
Skin; with Particular Reference to Hemolytic 
Streptococcus Gangrene and Bacterial Syner- 
Gangrene. Surg., Gynec. & Obst., 1933, 

47: 

The author calls attention to the importance of 
making a prompt differential diagnosis between the 
various types of infectious gangrene of the skin be- 
cause the treatment of the different types varies 
markedly and early institution of the proper treat- 
ment may not only save life but will decrease the 
cicatrization and deformity. 

He divides infectious gangrene of the skin into 
two types, the acute and the chronic. The acute 
type may be divided into three subtypes: (1) the 
familiar gas gangrene, (2) gangrene due to the 
hemolytic streptococcus, and (3) gangrene due to 
erysipelas. The differential diagnosis between these 
types is very important. In the gangrene due to the 
hemolytic streptococcus and in that due to ery- 
sipelas, the author found the hemolytic streptococ- 
cus in large numbers, but in the gangrenous ery- 
sipelas it was found in the skin at a distance from 
the lesion. The differential diagnosis was based on 
the fact that in the second type of gangrene the on- 
set is insidious with mild fever and mild constitu- 
tional symptoms, but alarming local symptoms. 
Extreme redness and swelling are usual. The gin 
grenous areas appear after from three to five davs 
and are often preceded by large blisters. There is 
extensive necrosis of the connective tissues, and the 
inflammatory exudate about the borders of the ‘c- 
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sions contain few bacteria. The gangrene is not 
sharply defined, like that of erysipelas which begins 
with a much more intense onset with a chill and the 
rapid onset of high fever. The differentiation of 
these two conditions is of great importance as in the 
gangrene due to the hemolytic streptococcus prompt 
multiple incisions are indicated to lessen the tension 
and provide drainage, whereas in that due to ery- 
sipelas such radical treatment is not necessary. 

Chronic gangrene is of four types. The first type 
is the postoperative progressive bacterial synergistic 
gangrene which follows the drainage of infection of 
the abdomen or chest. A week or two after the 
operation multiple small foci of infection, which the 
author describes as ‘‘carbunculoid”’ in appearance, 
are seen. The course of the condition is slow, and 
there is a gradual destruction of the epidermis and 
often of all of the layers of the skin. A typical non- 
hemolytic streptococcus may be isolated. The 
treatment indicated is radical excision of the entire 
process. 

The second type of chronic gangrene is gangrenous 
impetigo. This occurs usually in debilitated persons. 
As a rule the lesions are multiple. They begin as an 
ordinary impetigo and contain large numbers of 
staphylococci. Hamolytic streptococci may be 
secondary invaders. The treatment indicated is 
careful removal of the scabs and the application of 
ammoniated mercury ointment. 

The third type of chronic gangrene described is 
the fusospirochetal gangrene. This occurs in 
wounds contaminated by mouth secretions. In the 
early stages there is an inflammatory reaction. This 
is followed by progression not only in the skin, but 
also in the deeper tissues, possibly extending into 
the bones and joints. Smears show fusiform bacilli 
and spirochetes. The treatment usually indicated 
is intensive arsenical medication, but in late spread- 
ing cases in which the lesions are very large, ampu- 
tation may be necessary. 

The fourth type of chronic gangrene is ameebic 
gangrene. This follows drainage of an amecbic 
abscess of the liver and should be recognized at once 
for that reason. Emetin medication is indicated. 

Epmunp ANDREwS, M.D. 


Nicholson, G. W.: Studies on Tumor Formation. 
Guy’s Hosp. Rep., Lond., 1933, Ixxxiii, 131. 


This article is a discussion and review of contem- 
porary biological teaching regarding tumor forma- 
tion as understood by the morbid anatomist. The 
author concludes his discussion by stating his own 
view that tumor formation is a reaction to stimula- 
tion which is comparable to all reactions of the 
organism or cell, differing in degree but not in prin- 
ciple. Its visible anomalies or peculiarities of struc- 
ture are commensurate with, and expressions of, 
those of behavior. It is a reaction, an innate physio- 
logical “potency” or “capacity” of every dividing 
cell. It represents, and is, the innate, physiological 
function of growth by division. 

M. HERBERT Barker, M.D. 
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Paulian, Stefan-Popescu, and Marinesco-Slatina: 
Subungual Glomic Tumor Associated with 
Hemihyperthermia. Complete Cure Following 
Surgical Ablation (Tumeur glomique sous-un- 
guéale suivie d’hémihyperthermie et guérison com- 
pléte aprés l’ablation chirurgicale). Ann. d’anat. 
path., 1933, X, 271. 


The case reported was that of a woman aged 
thirty-two years who had complained for some time 
of pain, increased perspiration, and a sensation of 
heat in the right arm and the right side of the body 
and face. On examination, a small tumor was found 
under the nail of the right middle finger and slight 
pressure on this part produced pain in the regions in 
which the symptoms were present. Local skin tem- 
peratures were found to be from 0.5 to 2 degrees C. 
higher in various parts of the right hand and arm as 
compared with the left. 

The finger nail was removed and the tumor shelled 
out. The neoplasm was found to be encapsulated 
and to measure 4 by 6 mm. Section showed it to be 
composed of blood vessels, endothelial cells, nerve 
fibers, and oedematous connective tissue. 

The authors cite also the case of a girl thirteen 
years old which was reported by Barre and was of a 
very similar nature except that the tumor was under 
the nail of the left middle finger. 

They state that subungual tumors of this type 
with their attendant phenomena represent a definite 
clinical entity. They have collected a number of 
reports on such neoplasms, most of them from the 
French literature. Marsu W. Poor, M.D. 


Woglom, W. H.: Absorption of the Protective 
Agent from Rats Resistant to a Transplantable 
Sarcoma. Am. J. Cancer, 1933, xvii, 873. 


In animals that have rid themselves of trans- 
plantable neoplasms resistance to a second inocula- 
tion is often so definite and so striking its resem- 
blance to the immunity produced by most bacterial 
diseases that a search for an immune body has been 
industriously pursued ever since spontaneous cure 
was first observed nearly thirty years ago. 

If an antibody of any sort is present in resistant 
animals its amount must be infinitesimal or its action 
remarkably weak as it has escaped discovery al- 
though sought by many investigators for many 
years. The feebleness of the immune response is 
indicated by the fact that regressing tumors can be 
propagated with a fair degree of success and contain 
many actively dividing cells. 

Although it has been suggested that the spleen 
of an immune rat contains some principle able to 
attack the cancer cell directly, it is possible also that 
the agent damages this cell indirectly by acting on 
the capillaries or the connective tissue at the inocu- 
lation site in such a manner as to prevent vascu- 
larization of the graft. All of the evidence so far 
acquired supports the view that in the tissues of 
a resistant animal there is an inimical substance 
that acts on the sarcoma cell without an inter- 
mediary. 
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The few tests so far carried out indicate that the 
retarding factor is killed when the spleen is heated 
and either weakened or destroyed when the tissue 
is dried. In one group of experiments the spleens 
of rats immune to one tumor were mixed and in- 
jected with various other neoplasms, but while the 
degree of inhibition that followed sometimes ex- 
ceeded all expectation the effect was inconstant. 

When a tumor which immunizes its host is intro- 
duced, the spleen and its auxiliaries probably elabo- 
rate a protective principle which is drawn to the 
neoplasm. Upon its arrival, this agent combines 
with the malignant cell and is either destroyed in 
the conflict or so closely bound that it cannot be 
released after a growth has been regressing for some 
time. However, during the first few days of the 
struggle it might prove to be more mobile. 

The author found that frozen and thawed Crocker 
Institute Rat Sarcoma 39 which remains for a few 
days in the subcutaneous tissues of an immune rat 
accumulates from them a substance which is not 
present in normal rats and then exerts an inhibitory 
effect upon the growth of this neoplasm when mixed 
with it prior to inoculation. As the cells of this 
sarcoma are killed by freezing and thawing, it may 
be assumed that the suppressing agent in immune 
rats has been separated from the living cell though 
not from living protoplasm. 

Josep K. Narat, M.D. 


Rooke, A. B.: Bad Surgical Risks. Practitioner, 
1933, CXXX, 564. 


Certain types of patients react poorly to operative 
interference. Rooke divides them into a physiologi- 


cal group, an intermediate group, and a patho- 
logical group. These groups are described as follows: 


PHYSIOLOGICAL GROUP 


1. Age. During the first thirty-six hours of life 
operative interference is borne relatively well, but 
during a period of about seven days thereafter it is 
tolerated poorly. At about the eighth or ninth day, 
it becomes safer. From the third year until the last 
epiphysis becomes joined, at the age of twenty-five 
years, operations are better borne than at any other 
period of life. After the early fifties, when the de- 
generative processes of age are beginning to manifest 
themselves, operations are surprisingly well tol- 
erated. In extreme old age they become hazardous. 

2. Sex. During the menstrual period and at the 
menopause women bear operations poorly. Women 
are poor subjects for gastrectomy. With these ex- 
ceptions, they are better risks than men as they do 
not suffer from shock to the same extent and their 
blood-forming capacities seem to be better than 
those of men. 

3. Build and physique. Lightly built and wiry 
persons are better risks than heavily built and mus- 
cular persons. Fat persons are grave risks, par- 
ticularly for abdominal operations. 

4. Race. The worst risks from the standpoint of 
race are Jews, and the next worst the Welsh. 
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5. Social status and occupation. In general, ihe 
higher the social status, the worse the operative 
risk. Persons who lead hard lives—such as sailors 
and farmers—are good risks. Either the fear of 
death or mistrust of their fellows makes most doc- 
tors and nurses poor patients. 


INTERMEDIATE GROUP 


1. Temperament and mental stability. The phieg- 
matic unimaginative type of person, whose emotions 
are not strong and whose cortical control is adequate 
for the small demands made upon it, is a good risk. 
The higher type of individual, whose emotions «re 
more strongly developed and whose cortical con| ro! 
is proportionately greater, more readily exhibits jhe 
phenomena of shock. 

2. Drugs. Persons who do not use tobacco take 
anesthetics better than those who use it. Heavy 
drinkers are resistant to anesthesia. The morp)inc 
addict is a grave operative risk. Persons who ise 
cocaine exhibit tachycardia, excitability, and men- 
dacity and are very poor risks. 


PATHOLOGICAL GROUP 


1. Lesions of the nervous system. The occurrence 
of an epileptic fit during anesthesia may lead to 
death. An unsuspected cerebral tumor may case 
death from respiratory failure if lumbar puncture is 
performed. 

2. Toxemias. The elimination of septic foci is of 
great importance. The presence of a staphylococcal 
skin infection greatly increases the risk of wound in- 
fection. Colitis may lead to the constant or inter- 
mittent presence of colon bacilli in the urine. |!» a 
case of active tuberculosis a severe operatioy is 
equivalent to the administration of an overdose of 
tuberculin. Tuberculous patients are prone to 
develop keloid and hypertrophic conditions in their 
scars. In the absence of derangements of the 
nervous, cardiovascular, hepatic, and renal svs- 
tems, the syphilitic patient is a quite good risk. 

3. Bronchitis and asthma. No patient sufiering 
from a cold should be operated upon except in case 
of emergency. Patients suffering from hay fever 
should not be operated upon during the months 
when the condition is most severe. 

4. Cardiovascular lesions. Patients with cardiac 
cedema and other gross signs of heart failure should 
not be operated upon. Patients with compensated 
valvular lesions seldom die on the operating ta))le, 
but are prone to develop embolisms during the post 
operative period. Patients with arteriosclerosis «nd 
high blood pressure stand operations well. 

5. Blood conditions. Hemophiliac patients can be 
treated satisfactorily by one large transfusion ra‘ her 
than by repeated small transfusions. No case ol 
anemia in which the red corpuscle count is as lo. as 
3 million should be operated upon without @ pre 
liminary transfusion. Patients with leukemia should 
have preliminary X-ray treatment. The vitamin 
deficiency of pernicious anemia should be treated 
with liver extract. In splenic anemia the operative 
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prognosis depends upon the blood-platelet count. 
When this is raised there is a tendency toward 
thrombosis. When it is lowered, haemorrhages are 
liable to occur. 

», Diabetes. Except in severe septic conditions, 
which neutralize the effect of ordinary doses of 
insulin, and in cases with a high degree of arterial 
degeneration, diabetic patients can be brought al- 
most to the level of normal surgical risks. 

7. Jaundice and hepatic insufficiencies. The 
danger of hemorrhage in patients suffering from 
jaundice is universally recognized. It is best com- 
bated by the intravenous administration of calcium 
chloride. 

8. Renal insufficiencies. Very little can be done to 
reduce the operative risk in gross kidney disease. 
Chronic parenchymatous nephritis is an exceedingly 
grave risk. When the blood urea is 0.3 per cent or 
less, the patient is a good risk; when it is 0.5 per 
cent, he is a poor risk; and when it is above 0.6 per 
cent, postoperative uremia may be expected. 

y. Endocrine derangements. Patients with endo- 
crine derangements are subnormal surgical risks. 

In conclusion the author states that in the cases of 
temperamental, toxic, and obese patients and those 
with gross derangements of metabolism great care 
is necessary when operation is to be performed. 

J. THORNWELL WitHERSPOON, M.D. 


DUCTLESS GLANDS 


Cushing, H.: ‘‘Dyspituitarism”’; Twenty Years 
Later, with Special Consideration of the 
Pituitary Adenomata. Arch. Int. Med., 1933, li, 
487. 

Cushing discusses pituitary adenomata to call 
attention to these processes as secretory “‘stills”’ 
which, in spite of their pathological structure, are 
probably elaborating an excess of the normal 
hormone. 

The normal adenohypophysis (anterior lobe of 
the pituitary gland) as distinguished from the 
neurohypophysis contains only three cellular ele- 
ments. These represent a single or chief element in 
two stages of activity. The chief element, the 
primary mother cell, possesses a finely granular, non- 
staining (chromophobe) cytoplasm which, in the 
process of ripening, acquires coarse secretory 
granules of two distinguishable types known as 
“acidophilic” and “basophilic.” The ripened cells 
show an individually characteristic paranuclear 
Golgi apparatus which is predetermined by the 
morphology of the Golgi body in the mother cell. 

From the clinicopathological standpoint it is 
significant that there are three cell types and that 
only three types of pituitary adenomata are recog- 
nized. One of the latter is composed of chromophobe 
elements apparently identical with the non-secreting 
mother cells. Another shows an abundance of 
acidophilic elements and causes the clinical mani- 
festations of overgrowth. The third is purely 
basophilic in composition and produces effects sug- 


269 


gesting an excess of the gonad-stimulating principle. 
Accordingly there are neither cell types nor corre- 
sponding adenoma formations which represent more 
than three possible hormones, and the purely 
chromophobe adenomata do not show any secretory 
hormone. 

The chromophobe adenomata produce a slow 
compression of the active secretory elements of the 
pituitary gland with symptomatic consequences 
which are purely hypopituitary. While they are 
found most commonly in adults, they occasionally 
occur in children. In the young, their dual inhibi- 
tory effect on growth-promoting and sex-maturing 
elements is more evident. 

The author reports a case of dual hypopituitarism. 
The patient was a pituitary dwarf with a combined 
intrasellar craniopharyngioma and a chromophobe 
adenoma. She was operated on twice for neighbor- 
hood symptoms and was under observation for a 
period of eight years. Intramuscular injections of a 
growth extract relieved the symptoms, but caused 
no acceleration of growth. 

Also reported are the cases of two young normally 
adolescent boys who had a very rapid increase in 
stature. While it is not easy to determine just 
where overgrowth of this kind ceases to be merely 
excessive and becomes pathological, such over- 
growth is suggestive of an excess of the growth 
hormone. 

The acidophilic adenomata are associated with 
pathological overgrowth represented by gigantism 
and acromegaly. This fact has led to the theory 
that the growth hormone is a product of these 
cells, and this theory has been confirmed by the 
demonstration of absence of acidophilic elements in 
the pituitary glands of hereditarily dwarfed mice. 
The dystrophic changes in the reproductive appara- 
tus which so often accompany clinical gigantism 
and acromegaly may be explained by the compres- 
sion effect of a growing adenoma upon the remain- 
ing normal elements in the gland. 

As an example of this complication the author 
reports the case of a woman who had postpartum 
amenorrhoea, continued lactation, fugitive acromeg- 
aly, enlargement of the sella with neighborhood 
symptoms demanding operation, a chromophile 
adenoma, subsequent pressure symptoms benefited 
by irradiation, and ultimate symptomatic involve- 
ment of the hypothalamus from intracranial expan- 
sion of the tumor with resulting hypothalmic 
(autonomic) fits. 

Special attention was paid to certain features of 
this case. The acromegalic symptoms were “‘fugi- 
tive” and the adenoma, while acidophilic in type, 
was composed chiefly of large undifferentiated 
chromophobe elements. The author suggests that 
it may have been an adenoma arising from the 
“pregnancy cells,’ which may be chromophobe 
elements arrested in the process of ripening into 
acidophiles. The cells of the tumor may have 
secreted a lactogenic hormone. The constantly 
subnormal blood pressure may be ascribed to pres- 
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sure obliteration of the neurohypophysis, and the 
amenorrhoea may have been due to the compression 
effect on the cells (whatever they may be) elaborat- 
ing the luteinizing principle. The skin was pale, 
moist, and without stria, and the adiposity was 
generally distributed over the body. 

The basophilic adenomata are associated not in- 
frequently with a well recognized polyglandular dis- 
order which, like acromegaly, varies considerably 
from case to case. Suggestive clinical examples are 
found in the literature dealing primarily with 
osteomalacia, hypertension, diabetic obesity, and 
dermatological conditions. 

The author reports the case of a woman who, at 
the age of nineteen years, developed amenorrhcea, 
plethoric adiposity, purple strie atrophice, and 
hypertension and throughout the remaining thirteen 
years of her life suffered from multiple fractures, 
glycosuria, and hypertension. Autopsy in this 
case disclosed a basophilic adenoma, hypertrophy 
of the adrenal cortex, and extreme atherosclerosis. 

The basophilic activation of the neurohypophysis 
with the neurotropic effect of abdominal adiposity, 
hypertension, cholesteremia, and atherosclerosis is 
discussed in detail. 

In discussing the secondary endocrine effects the 
author states that in pituitary basophilism the 
thyroid appears to be surprisingly inactive, the para- 
thyroids appear to be hyperactive, osteomalacia is a 
striking feature, and very little thymic tissue is 
found. As no demonstrable change has been ob- 
served in the islet tissue of the pancreas, the 
glycosuria is ascribed to activation of the neuro- 


hypophysis by the cells of the pars intermedia. 
Marked hypertrophy of the adrenal cortex occurs 
with characteristic hypertension, hypertrichosis, and 
deviation of the secondary sex qualities such as the 
masculinization of women. The gonadal changes 
are difficult to appraise. 

J. Epwin Kirkpatrick, M.D. 


Massiére: The Parathyroid Glands and the Various 
Parathyroid Syndromes (Les parathyroides et les 
divers syndromes parathyroidiens). J. de méd. de 
Bordeaux, 1933, CX, 71. 


The author first reviews in detail the anatomy, 
embryology, physiology and pathology of the para- 
thyroid glands. 

The signs of acute parathyroid insufficiency are 
those of neuromuscular hyperexcitability. The re- 
sponses to the galvanic current vary with the degree 
of the deficiency. The symptoms of parathyroid 
gland deficiency have been produced in animals by 
the administration of guanidine. Koch found methyl 
guanidine in the urine of parathyroidectomized 
dogs. By some, the parathyroid glands are believed 
to have a regulatory action on the detoxifying 
function of the liver. 

Chronic parathyroid insufficiency is present in 
infantile tetany, the tetany occurring during preg- 
nancy, lactation, and menstruation, gastro-intestinal 
tetany, and the tetany associated with fevers. 


INTERNATIONAL ABSTRACT OF SURGERY 


Under the term ‘“‘dysparathyroid syndromes” are 
included varicose, gastric, and duodenal ulcers. The 
syndrome of hyperactivity of the parathyroid glands 
is observed in von Recklinghausen’s disease of the 
bones, Paget’s disease of the bones, osteomalacia, 
and arthritis deformans. The possibility of involye- 
ment of the parathyroid glands in certain types of 
epilepsy, myasthenias, and Parkinson’s disease js 
discussed briefly. 

The therapy of parathyroid insufficiency includes 
the administration of calcium, ergosterol, and pra- 
thyroid gland extract, grafting of the fresh gland, 
and irradiation with ultraviolet light. Calcium and 
parathyroid gland extract have produced favorable 
results in the treatment of varicose and chronic 
peptic ulcers. Surgical removal of the parathyroid 
glands is indicated in von Recklinghausen’s disease 
of the bones and scleroderma. 

The different techniques of surgical approac! to 
the parathyroid glands are described. The glands 
are found by following the inferior thyroid ariery 
to its termination. When they cannot be isolated, 
Leriche advises tying the inferior thyroid ariery 
¥% cm. below its bifurcation. The ischemia thereby 
produced gives a result similar to that of ablation 
of the gland. Surgical treatment directed toward 
the parathyroid glands have given very favorable 
results in arthritis deformans but not in Paget's 
disease of the bones. 

FRANCOIS JEHIN DE PRuME, M.!) 


EXPERIMENTAL SURGERY 


McDowall, R. J. S.: Experimental Shock. Bri’. \/. 
J., 1933, i, 690. 

The author defines shock as a state which results 
from a fall of arterial blood pressure which, if severe, 
may lead to death from oxygen want. It may result 
from: (1) cardiac failure, (2) loss of blood, (3) undue 
opening up of the blood vessels which are normally 
closed, or (4) a reduction of the peripheral resistance 
to the flow of blood from the arterial system. It 
may be also chemical or nervous. 

The chemical variety is typified by histamin 
shock which occurs following considerable destruc- 
tion of tissue and has a delayed onset. Histamin 
acts by dilating the capillaries, thus producing an 
insufficiency of blood, the animal, as it were, bleeding 
into its own capillaries. The capillaries become more 
permeable and the blood becomes more concen- 
trated. The shock is increased by cold and by 
anesthesia induced with ether or chloroform. In 
clinical cases it develops after burns and other cun- 
ditions causing extensive tissue destruction. he 
author attributes its aggravation by cold to exhaus- 
tion of the suprarenal glands. Because of this action 
of cold, it is necessary to keep shocked patients 
warm. Anesthetics act by dilating and increasing 
the permeability of the vessels and paralyzing ‘he 
normal mechanism of compensation. Therefore ii 
shocked patients must have an anesthetic, nitrous 
oxide gas or a local anesthetic should be given. 
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The nervous varieties of shock may result from 
physical damage to the vasomotor center or its 
eflerent paths, from afferent impulses leading to 
carbon dioxide loss (acapnia), or from inhibition of 
the center. Damage to efferent paths may be due 
to injury to the spinal cord, fat embolism in the 
medulla, or high spinal anesthesia. Concussion of 
the vasomotor center itself also produces shock. 
Acapnic shock results from loss of carbon dioxide 
which throws the vasomotor center out of action. 
Hence, overbreathing should be avoided and every 
efiort made to reduce sensory stimulation during 
operation. Herein lies the value of morphine. De- 
pressor shock often results from a trivial injury. In 
this condition the vasomotor system is evidently in- 
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hibited by afferent impulses such as mechanical 
stimuli. Depressor shock can be produced in an 
animal with the chest open and under artificial 
respiration. Both acapnic and depressor shock can 
be prevented by deep anwsthesia. Hence, many 
patients with primary shock are benefited by anws- 
thesia, as has long been known by surgeons. 

The author believes that the whole clinical sub- 
ject of shock needs to be re-investigated, and that 
the determination of the best method of dealing 
with histamin is one of the most important problems 
of modern surgery. He urges a better differential 
diagnosis of the types of shock, which necessitates 
a more thorough and painstaking study of the 
patient himself. CLARENCE C, Reep, M.D. 
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